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TO MY WIFE 




PREFACE 


This is a book about abnormal people. Written at a level 
suitable for undergraduates with a limited background in psy¬ 
chology, it represents an attempt to summarize our present 
knowledge concerning the causes, symptoms, treatment, and out¬ 
come of the psychoneuroses, psychoses, mental deficiencies, and 
antisocial personalities. 

In general, the presentation of the material conforms to that 
found in the usual introductory textbook of abnormal psychol¬ 
ogy, but a few innovations, based on the author's clinical and 
teaching experience, have been introduced Wherever possible, 
the reactions of mental patients and normal individuals have 
been compared so that the student may better evaluate the place 
of abnormal behavior in the whole continuum of human be¬ 
havior Since most students will have more contacts with psy¬ 
choneurotic than with other types of psychological deviants, 
several chapters have been devoted to the psychoneuroses A 
chapter on antisocial personalities, including delinquents, crimi¬ 
nals, and psychopaths, has been added to complete the roster of 
personality misfits in society. Of special significance is the in¬ 
clusion of recent statistical findings with respect to incidence 
and outcome The traditional chapters on sleep and dreams have 
been omitted because these are normal phenomena However, 
material on sleep and dreams pertinent to abnormal psychology 
has been included 

Various viewpoints have been presented on controversial 
topics, but the author has not hesitated to express his own inter¬ 
pretations and conclusions Readers partial to environmental 
or psychogenic interpretations of mental disease may not agree 
with the emphasis on the importance of genetic and constitu¬ 
tional factors m the etiology of certain disorders. In this connec¬ 
tion it might be mentioned that when the author first started to 
work with mental patients, he was strongly biased in favor of 
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enviroMneiital and psychogenic theories However, after de¬ 
voting more than ten years to the study of mental disease, he 
has been forced by the weight of clinical and experimental evi¬ 
dence to accept the doctrine that some individuals, because of 
their inherent constitutional make-up, are more predisposed than 
others to certain personality disorders It should, however, be 
clearly understood that predisposed individuals are definitely 
not destined to become neurotic or psychotic. They are merely 
more vulnerable or susceptible to specific forms of abnormality 
than the average person and run a greater risk of developing a 
particular mental disease if exposed to unfavorable hfe situa¬ 
tions. This genetic viewpoint is not new All of the great psy¬ 
chopathologists of the past century, mcludmg Kraepelm, Janet, 
and Freud, have called attention to the significance of inherent 
constitutional factors in the production of certain personality 
disturbances The element of fatahsm associated with this doc¬ 
trine has discouraged its popular acceptance, but in recent years 
an increasing number of psychologists and psychiatrists have 
been persuaded by the accumulating evidence to acknowledge 
the importance of inherent constitutional factors m determining 
susceptibility or resistance to certain mental disorders 
To the many students and colleagues who directly or indirectly 
contributed to the gradual development of this book, the author 
expresses his warm thanks The psychiatric orientation of the 
material is the result of several years of pleasant association with 
the medical staffs of the New York State Psychiatric Institute 
and Hospital, the Kings Park State Hospital, the Rochester State 
Hospital, and the Rome State School. The author is especially 
grateful to Dr C. H Smeltzer and Dr Carney Landis for their 
encouragement, counsel, and generous aid. Each in his own 
way has greatly facilitated the preparation of the manuscript 
As a result of many stimulating conversations with Dr. Franz J 
Kallmann, the author has obtained a better understandmg of 
the genetics of mental disease Dr George G. Killinger read 
and corrected Chapter XVIII Most of all, the author is in¬ 
debted to his wife, Dorothy Skene Page, who assisted with every 
phase of the work. 
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CHAPTER I 


THE NORMAL AND THE ABNORMAL 

If we were to examine the hfe records of thousands of in¬ 
dividuals taken at random from the general population, we 
would find a common pattern running through the great ma¬ 
jority. In their school years they were from slow to good stu¬ 
dents. A few of them completed college, but most stopped at an 
earlier level. As adults they entered a variety of skilled and 
unskilled occupations, exhibited satisfactory work capacity, and 
managed to earn adequate incomes With respect to their social 
behavior, these individuals were, m the mam, conformists They 
played the usual childhood games, went to parties, fell m love, 
married, reared their families, and participated in the ordinary 
affairs of the community They were capable of establishing 
satisfying relationships with other people, and their emotional 
and social reactions were essentially adequate and appropriate. 
Some were more popular than others, but all had their circle of 
friends and were accepted members of society. Although they 
did not greatly advance the welfare of others, neither did they 
jeopardize or interfere unduly with the security and happiness 
of their associates They were essentially law-abiding citizens 
who respected and adhered to the rules and conventions of their 
culture 

In personality traits, naturally they differed from one another, 
but none were exceptionally excitable, seclusive, depressed, 
suspicious, dynamic, impressive, or otherwise very outstanding. 
They were the common varieties of human beings whose presence 
or absence in a crowd was not greatly noticed. Some led a richer 
or more intense emotional life than others and some were happier 
than others, but, for the most part, their affective experiences 
were not unique. Apart from sporadic outbursts of an innocuous 
nature, they managed to control their emotions. Although they 
had their share of frustrations, conflicts, and hardships, their 
lives were not greatly disrupted by their misfortunes During 
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moments of stress, they proved to be fairly resilient and adapt¬ 
able Their inner mental life was, more often than not, one of ' 
tranquilhty. Theselrommonplace men and women who exhibited 
at least ordmary competence in self-management and got along 
reasonably well with themselves and their associates constitute 
the normal, or average, group *^0 great majority of the gen¬ 
eral population ar^ormal peopl^ 

The Superior.—pattered through the rank-and-file histories, 
there would be found a smaller group of individuals who deviated 
from the normal in a favorable or healthy direction In contrast 
to the mediocrity of the normal group, these individuals were 
defimtely superior in intelligence, personality, social adjustment, 
and emotional stability. Since there is a tendency for good quali¬ 
ties to go together, many excelled in more than one sphere. 
These superior men and women not only led wholesome, success¬ 
ful hves themselves but often contributed to the welfare and 
happmess of others through their inventions, achievements, and 
personal uifluence^] Some extreme examples in this country 
were Benjamin Franklin, Jefferson, Lincoln, and Edison. Many 
less weU-known people also belong in this category, since* about 
10 per cent of the general population are classed as superior in¬ 
dividuals] ^ 

The Abnormal.—|Among the unselected life records, there 
would also be found a small group of equally spectacular and 
unusual cases that deviated from the normal in an unfavorable 
or pathological direction Included in this abnormal group would 
be individuals marked by limited intelligence, emotional insta¬ 
bility, personahty disorganization, and character defects, who, 
for the most part, led wretched personal hves and were social 
misfits or liabilities These abnormal deviants, who constitute 
about 10 per cent of the general population (1), are usually 
classified into four main categories* psychoneurotic, psych otic, 
mentally defective, and antisociall 


FORMS OF ABNORMALITY 

Psychoneuroses.- Sdividuals who “go to nieces” efl,snv w hen • 
confronted with a difficult or trying situation evbibTt'-'A 
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variety of menta l and physical symptoms that persist for several 
we eks or months are known as '^p syc honenrntics t 'i'ypicilinen>~' 
taTsymptoms ar e anxiety , feehhgs ot inner tension , restless ness, ' 
i deas of inadequacy , mobility to concentrate, l oss of memory , 
abs urd fears , and obsessions RhysicaTsymptoms, which are 
essentially repercussions o f mternal emotional disturbances, in¬ 
clude, headaches, upset stoniach, excessive fatigue, and loss of 


sensory and motor functions"Psychoneuroses are relatively mild*- 
^rsonality disorders that distress and inconvenience the patient 
but do not disrupt his social adjustments or interfere with his 
everyday activities to the point of necessitating supervision or 
compulsory commitment to a mental hospital. His personality 
remains intact and his grasp of reality is not distorted Psycho - 
neurotics know what they are doing, have a fair understanding 


ei r difficultie s, can distinguish right from wrong, and are 


frequen tly annoying is rarely offensive or a source of danger 
to'btEeri T heir work outnutrnav or may not be imp aired. ^ 
When under great emotional stress, normal indivi d uals fre - _ 
quen tly exhibit typical psychoneurotic symptoms bu t with two 
important modifications, namely, their reactions are appropriate 
to the stimulating s ituation and are of short duration^ On the 
other hand, the reactions of the psychoneurotic are out of all 
proportion to the actual situation and may persist for months 
A normal person who experiences a severe emotional shock may 
be speechless or paralyzed for a few minutes. He may faint, feel 
weak, or complain of irregular heart action or nausea. Soon, 
however, he regains control of himself and his symptoms dis¬ 
appear. Following a similar or milder emotional shock, a psycho- 
neurotic may suffer for months from loss of voice, paralysis, 
general exhaustion, cardiac instabihty, or gastric upset Faced 
with failure, a normal individual may be beset with temporary 
anxiety and feelings of inferiority, but a psychoneurotic may 
retain this attitude m exaggerated form all his life. Many 
normal individuals have a fear of germs and take reasonable 
precaution to avoid infection, but, unlike certain psychoneurot- 
ics, they do not wash their hands a hundred times a day, wear 
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gloves when handling money, or sterilize their cooking utensils 
before each meal. 

Ttt.ttrtrattve Psychoneoeotio Reactions 

/ 

Shortly after contracting a mild case of typhoid fever, a young 
married woman, who had had a “nervous breakdown” in high school, 
developed a pathological fear of germs To avoid contamination,' she 
ate only certain foods and always boiled her milk and drinking water 
She found it hard to shake hands or handle her mail To appease her, 
her husband had the house thoroughly disinfeeted and the walls 
papered However, this had only a temporary ameliorative effect 
After a few days she expressed the idea that the walls had not been 
thoroughly cleaned, with the consequence that there were millions of 
germs under the wallpaper She refused to have her husband touch 
her because she never knew where he had been or what germs he might 
have picked up. _ 

A freshman, who disliked school but had entered college at the in¬ 
sistence of his parents, slipped and fell while playing basketball 
When he tried to get up, he found that he could not move his legs He 
was taken to a hospital, where a complete medical examination failed 
to reveal any organic injury The boy, nevertheless, maintained that 
his legs were paralyzed Since the paralysis persisted for several 
weeks, his parents arranged for him to return home. After he had 
been under the care of his family physician for a few days, he gradually 
recovered the use of his legs but refused to return to college, where he 
had been unhappy and had done unsatisfactory work. 


Mrs K was a very childish woman who talked to her husband in 
baby talk and depended on him for everything. Whenever anything 
went wrong in her narrow sphere of affairs, she would cry and com¬ 
plain at great length At about the time her daughter was developing 
an interest in parties and boys, Mrs K began to exhibit various physi¬ 
cal symptoms. Attacks usually occurred when the daughter had a 
date Because of the attacks, the daughter was forced to stay home 
to take care of her mother During an attack, the mother would 
complain of shooting pains in various parts of her body. The daughter 
and husband would put her to bed and then sit in the room with her, 
waiting for the attack to subside. At intervals Mrs K would gasp, 
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“I can’t stand it, I can’t stand it,” whereupon the husband and daugh¬ 
ter would rub her wrists, stroke her forehead, and exude sympathy. 
After about an hour of such treatment the mother would feel better 
but would insist that the daughter sleep with her She would fre¬ 
quently awaken the daughter during the night and go through the 
same procedure. Medical examination was entirely negative. 

Psychoses.—(Psychoses are severe mental disorders that tend to 
shatter the integration of the personality and disrupt the in¬ 
dividual’s social relationships. The behavior of the psychotic 
IS too bizarre, unreasonable, and inappropriate to be understood 
by a normal person. It is necessary to supervise closely, or 
hospitalize, psychotic patients, because they are incapable of 
adequate self-management and their peculiar and unpredictable 
actions constitute a potential threat tO| the welfare of others 
Psychotic individuals are so unbalanced mentally that they are 
not legally responsible for their actions. In the eyes of the law, 
they are tnsan£J In psychoses, normal inhibitions and cultural 
restraints are severed, and the patient indulges his whims and 
phantasies unchecked by rules of logic, common sense, or social 
pressure. The wish is father to the thought, and the thought is 
omnipotent The psychotic has only to think that he is a multi¬ 
millionaire or the beloved of some movie star, and it is SO. A 
female patient claimed that she gave birth to a thousand babies 
a day By special arrangement with God, they were transported 
to her direct from heaven by invisible parachutes If a psychotic 
patient desires to die, he has only to say the word and he is dead 
He may continue to eat three meals a day, but this inconsistency 
does not disconcert him. With complete sincerity he will tell 
you that he is merely an X-ray plate of his former self, that his 
real self is dead. 

Unpleasant delusions and hallucinations are just as real. The 
patient who imagines that he is being persecuted by some secret 
organization is genuinely terror-stricken, and he flees from one 
city to another to evade his persecutors When he is committed, 
their voices follow him to the hospital, and each day he spends 
hours in violent debate with these nonexistent voices. The guilt- 
laden patient who beseeches her physician to throw her in the 
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furnace is perfectly sincere and would make no protests if he 
complied with her request. 

In their emotional reactions they show the same disregard for 
reality. Without any apparent cause, they become violently 
excited, depressed, or nritable. There is no logical relation be¬ 
tween the motivatmg situation and the emotional response. Sad 
news from home may evoke laughter; good news, tears, or either 
may have no effect. Usually the patient is confused, bewildered, 
and disoriented. Speech is mcoherent, and thought processes 
are retarded and meffective. There is an inability to grasp new 
material, and memory disturbances are common. The final out¬ 
come may be a permanent impairment of the total personality, 
or the individual may make a surprising recovery with few, if 
any, residual symptoms 

The gap separating the normal from the psychotic patient is 
far greater than that between the normal and the psychoneurotic. 
It is easy for normal individuals to establish rapport with the 
psychoneurotic, to understand his symptoms, and to converse 
with him in normal fashion On the other hand, normal people 
are completely baffled and somewhat frightened by the mental 
confusion, incoherent speech, weird actions, distorted thoughts, 
emotional outbursts, and hallucinations of the psychotic It is 
practically impossible for a normal individual to carry on a 
reasonable and coherent conversation with a psychotic person, to 
understand his sjunptoms, or even to sympathize with him. The 
explanation for this lack of rapport lies in the fact that the bonds 
connectmg the psychotic individual with his fellow men have 
been cut. The psychotic fives not in the worW of reality but 
m his own private world. He is divorced from his associates, 
and the rules, customs, and happenings of the real world have 
no meaning or significance for him. His behavior is impervious 
to outside mfiuences, and attempts to hold his attention or to 
modify his thoughts by persuasion, reason, or force are futile. 
He is so effectively insulated agamst the outer world by his psy¬ 
chosis that even intimate contact with the horrors and dangers 
of civilian bombings, in wartime, fails to affect him. 

Dreams provi de the main coimecting hnk betwe en the no rmal 
SnHdiep^chotic. The artificial world of dreams approximates 
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j;he re al world of^t^gsj^chotic. ^In their dreams, normal people 
accept without questioning the idea that they are famous, 
wealthy, persecuted, or unworthy It does not strike them at 
all strange to converse with God or the dead, to die and to be 
reborn, or to be omnipotent. On awakening, however, they 
quickly dismiss these dreams as pure imagination and reenter 
the world of reality. In the psychotic, the frontier separating 
the real from the make-believe is destroyed; all is real The 
dreamiike>products of the psychotic mind are accepted uncriti¬ 
cally and stoutly defended as absolute fact, even m the presence 
of convincing evidence to the contrary 


Illusteativb Psychotic Reactions 

On admission to the hospital, the patient reported hallucinations 
of taste and smell and ideas of persecution He perceived peculiar 
vapors emanating from certain individuals At night he heard voices 
saying, “Let’s kill him ” He stated that men talked about him and 
called him vile names Symptoms were related in a monotonous voice 
with no show of emotion 


A quiet young college girl, who had always been a model daughter 
and an excellent student, gradually lost interest in her work and per¬ 
sonal appearance She refused to get up in the morning, dressed 
slovenly, stopped attending classes, and spent all her time in her room 
playing the radio or gazing outside in a preoccupied manner When 
addressed, she responded in monosyllables, if at all As long as she 
was left alone, she was extremely apathetic, but if pushed or thwarted, 
she would become irritable and mean 


An expansive middle-aged man was arrested for passing worthless 
checks. He claimed to be God, a multimillionaire, and the ruler of the 
universe. Examination revealed a positive Wassermann reaction 


yk lawyer’s wife who had formerly been an excellent mother sud¬ 
denly became overactive and exuberant She neglected her children, 
talked constantly in an incoherent fashion, spent money lavishly, and 
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flirted mdiscriminately with men. Eventually she became so excited 
and unmanageable that hospitalization was necessary. 


Shortly after his wife divorced him, a skilled worker became de¬ 
pressed and attempted to commit suicide When examined, he was 
agitated and overcome with feelings of guilt He stated that he was 
responsible for all the misery in the world and was too wicked to live. 


A young man was brought to a clinic by his parents because he 
smiled to himself for no apparent reason, talked incoherently, and 
showed bizarre behavior Upon interview, the patient stated that he 
had found some radium and it was now in his head When he was 
left alone, his behavior suggested that he was talking with some 
imaginary person He would nod his head, listen, and then laugh 
softly to himself. 

Mental Defiiciencv.-I^enta l deficiency is ^ general category 
wh ich includes a variety of individuals who , "because of suB^ 
norma l or retar ded mental development, are unable as children 
to profi t from regular school instfiicliion 'and as adults are in- 
c apable m adequate Re1f-mfl,na.g ement or selP¥upport ~T Eese 
individuals are also classified as aments or jeehle-mind ed)^ Fee- 
ble-mindedness is differentiated from the mental deterioration 
that results from various psychoses by a deficiency of intelligence 
dating from birth or early life Mental defectives are socioeco¬ 
nomic liabihties and responsibilities. The brightest can learn 
to read and to do simple arithmetic up to about the fifth-grade 
level if they are given intensive schooling until they are fifteen. 
As adults, they can be trained to do simple routine tasks that 
wiU contribute to their support, but they are incapable of ade¬ 
quate self-management in society. They can protect themselves 
against common physical dangers but are helpless when exposed 
to ordinary social dangers If employed, they do not spend them 
earnings wisely. Them brighter associates find it easy to take 
advantage of them Although not inherently delinquent or im¬ 
moral, they are frequently guilty of petty crimes and sex offenses. 
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They do not fully understand the social significance of their 
actions and must be carefully supervised. 

The dullest of the mental defectives never learn to walk, talk, 
or feed themselves In adaptability to life situations they show 
less intelligence than animals, not even knowing enough to come 
in out of the ram They would soon perish if they were not 
protected and cared for by others Even as adults, they must 
be treated as helpless infants. 

Examples op Mental DEPicnsNCY 

An underdeveloped fourteen-year-old girl was brought to the clinic 
by her parents because they objected to the school authorities’ putting 
her in a special class for retarded students An examination of the 
girl’s past life revealed that she had always been backward. She 
learned to talk and walk when three and had persisted in playing in¬ 
fantile games long after normal children of her age She had required 
much more supei vision and assistance than other children in the 
family. 

When six, the girl had been sent to school, but she was so childish 
in her behavior that the school authorities delayed her admission for 
another year. She repeated the first grade Although she was still 
doing unsatisfactory work at the end of the second year, she was pro¬ 
moted at the insistence of the mother Since the girl was a placid, 
quiet, and well-behaved child, she was passed along from one class to 
the next, even though she was obviously incapable of doing the work 
She was in the fifth grade at the time of examination, but educa¬ 
tional tests showed that she was barely capable of third-grade work 
Intelligence-test scores indicated that she had the mental ability of an 
average nine-year-old Her social development was also retarded 
She preferred to play with younger children and could not be trusted 
with household duties 


/An eight-year-old boy was committed to an institution for mental 
'defectives because his parents were unable to take care of him He 
could not walk, talk, or feed himself and requiicd as much attention 
as an infant. 


A twenty-year-old man, who had spent most of his school years in 
a special class, enrolled with a brighter friend in the maritime service 
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He could not read, but his friend filled out the necessary application 
forms En route, on the tram, his associates took advantage of his 
limited intelligence and suggestibility by selling him worthless articles 
and frightening him with tall tales of the sea tie arrived at the 
training station convinced that ship captains throw disobedient sea¬ 
men to the sharks. 

During routine examination, it was found that the man had been 
unable to do simple factory woik In addition to gross inaptitude, 
he frequently injured himself by getting m the way and handling tools 
carelessly He had tried delivering newspapers but had to give it up 
because he could not make change and keep a record of his accounts. 
The only kind of work he had been good at was cutting lawns as a 
gardener’s helper. On intelligence tests, he earned a mental age of ten. 

Antisocial Personalities.—Included in this category are two'' 
overlapping, but more or less independent, groups that share a 
common propensity for antisocial behavior One group is made 
UP of convicted law violators, and the, pther consists, of md i-'" 
vi Euals with psychopathic pfe^nalitie s. 

Depending on their age,|daw victors are classified from a 
;legal point of view V .',, Asmallpfopor- 
'tion of criminals I'M 'nc.i, \ bii'ii ( • he great majority 

‘possess average intelligence and sffl ire ' lmve supen oi '- iueirt al-afail- 
ity. All personalit y types ar e found in the criminal group STahy 
first offenders who are convicted of accidental or culturally tol¬ 
erated offenses, for example, traffic violations and bootlegging, 
have essentially normal personahties Other criminals, in addi¬ 
tion to teing lawbreakers, suffer from psychoneuroses or psy¬ 
choses. Among habitual criminals especially, there is frequently 
found a^culiar personality, termed a -Dsij chovathir. ppr ^nnMy 
Although most individuals with psychopathic personalities are 
potential criminals, it is desirable to consider them as a separate 
group. Many of them manage to evade the law and hence are 
not, strictly speaking, criminals, and most criminals do not have 
psychopathic personahties 

Individuals classified as “psychopathic personalities” possess 
adequate intelligence, and exHlbit neitner th6 tonSic^s and anxie- 
tie^f the psychoneurotic nor the delusions, hallucinations, and 
menial confusion of the psychotic Many actually Jiave 'very 
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pleasing personalities. Their abnormality is manifeRterl iti a. 
of inhibitions and an incapacity or unwil1inp-np.RR t,n finnfnrm in 
ethical and social standards 

They ar e impulsive, selfish, emotionally unstable individual s 
w ho, from early childho od, make a practice of imi-nediatelv sat ¬ 
is fying their desires and impulses. wit hout regard to the conse- 
cj uences ot ohe mea ns Since they are unconce rnerl with future 
co nsequences, their judgment appears faulty and they faillo 
p r^t trom past experien ces. Devoid of moral and social 
scrubs, they do not hesitate to deceive and exploit their asso¬ 
ciates or engage in antisocial activities if it is to their advantage 
to do so. They are rebels of society who actively resist discipline 
and refuse to conform with social demands. As a result, they 
are in constant conflict with their environment Their disre¬ 
gard for conventions and rules of human decency is not due to 
aii inability to distinguish right from wrong Intellectually, 
they know that their behavior deviates from the accepted normal 
pattern, but they have no desire to reform. 

Over a century ago, Prichard (4), an English psychiatrist, 
described these individuals as moral %mheciles. He has contrib¬ 
uted one of the best definition? of this condition: 

There is likewise a form of mental derangement in which the in¬ 
tellectual faculties appear to have sustained little or no injury, while 
the disorder is manifested, principally oi alone, in the state of the 
feelings, temper or habits In cases of this nature, the moral and 
active principles of the mind aie strongly perverted or depraved, the 
power of self-government is lost or greatly impaired, and the in¬ 
dividual IS found to be incapable, not of talking or reasoning upon any 
subject proposed to him, for this he will often do with shrewdness and 
volubility, but of conducting himself with decency and propriety in 
the business of life 

Since almost everyone has at some time been tempted to com¬ 
mit a crime or to engage in antisocial behavior, it is fairly easy 
for a normal person to identify himself with and, superficially 
at least, to understand the motives and actions of the delinquent, 
criminal, and psychopath This leads normal individuals to as¬ 
sume an unfavorable and somewhat vindictive attitude toward 
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antisocial personalities. Eightly or wrongly, they believe that 
such individuals should be punished for willfully doing what 
normal individuals, though equally tempted, refrain from doing 
because such actions are detrimental to society and involve risk 
of detection and punishment. They feel that to permit a crimi¬ 
nal to go free or receive a light sentence would not only be a mis¬ 
carriage of justice, but also that such a policy would weaken the 
defenses of normal individuals against their own crimmal im¬ 
pulses By ostracizing and punishing the criminal, normal in¬ 
dividuals are encouraged to hold in check their own antisocial 
inclinations and are indirectly rewarded for their good and moral 
conduct 

In recent years, a more objective and sympathetic attitude 
toward the criminal has gradually developed among informed 
people. It has been shown that the criminal and the psychopath, 
far from being free agents who voluntarily and schemingly 
undertake a life of crime for personal gam, are often helpless 
victims of constitutional, psychological, and sociological factors 
over which they have httle control 

Examples of Antisocial Personalities 

Tony, who came from a broken home , started playing truant when 
thirteen With some other boys, he spent the school hours hitchhiking 
and stealing things from the ten-cent stores When fourteen, he ran 
away and managed to ride on a train for several hundred miles with¬ 
out a ticket. He lived for several weeks in a distant city, stealing 
food from grocery stores whenever he was hungry He finally gave 
himself up and was sent home. To obtain spending money, he secured 
a ]ob in a grocery store as an errand boy and doubled his pay by over¬ 
charging for deliveries When he lost this job, he joined a gang of 
boys who made a practice of breaking into cars and stealing robes, 
packages, and tools, which they sold to an older man He was 
eventually caught and sent to a reform school for 18 months 
_ When released, he obtained a job on a delivery truck and kept this 
job for six months He then decided to return to school He was 
somewhat older than the other hoys in his class and soon started 
being truant. To obtain money with which to leave town, he burglar¬ 
ized an apartment house and with the proceeds went to another state 
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to escape probation. He was then sixteen but looked younger. Since 
he was not attending school, he was picked up for questioning 
The authorities got in touch with his divorced mother, but she re¬ 
fused to have anything to do with him, and he was sent to a juvenile 
institution for training After a few months there, he ran away 
Failing to find employment, he obtained money by burglary He was 
apprehended and sent to a reform school for two years Shortly after 
his release he met an older girl and married her She left him after 
SIX months, and he started to drink heavily, soon losing his job Un¬ 
able to find employment, he returned again to burglaiy, was arrested, 
and sent to prison _ 


An affable, entertaining psychopath, who posed as a physician from 
a distant state, made the acquaintance of a thirty-year-old school¬ 
teacher and, after a whirlwind courtship of a week, married her To 
take care of honeymoon expenses and purchase medical equipment, 
he cashed checks totaling several thousands of dollars, endorsed by his 
bride and her father All were returned marked “no funds,” but the 
man gave a plausible explanation that was accepted by his bride, who 
made good on all the checks Her father, however, became suspicious 
and started an investigation, which levealed that his son-in-law was 
not a physician and had a wife and child whom he had deserted a few 
weeks before meeting his second wife 
When confronted with the evidence, the pseudo physician readily 
admitted the facts and stated that he had deceived and married the 
schoolteacher because he loved her and wanted to make her happy 
Up until the exposure, he had succeeded admirably m this endeavor, 
and his unlawful second wife willingly gave him a large sum of money 
to arrange for a divorce from his first wife The man left to make the 
necessary arrangements and never returned 


THE ABNORMAL, THE NORMAL, AND THE SUPERIOR 

To emphasize the difierences between the abnormal, the nor¬ 
mal, and the superior, each group has been described as a sepa¬ 
rate entity. At this point, it is necessary to examine more care¬ 
fully their interrelationships jAccordmg to the statistical 
criterion, abnormality and superiority merely represent quan¬ 
titative deviations from the normal or average. Individuals who 
possess an average amount of intelligence, personality stability, 
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or social adaptability are considered normal, those who possess 
considerably less are abnormal; and those who possess consider¬ 
ably more are superior As is illustrated in Fig 1, most indi¬ 
viduals, on the basis of the statistical criterion, are normal. They 
are located at the center of the bell-shaped curve As we pro¬ 
ceed away from the center in either direction, greater and greater 
deviations from the normal are encountered, and the most ex¬ 
treme deviants are arbitrarily called "abnormal” or “superior,” 



Pia. 1.—The relative distribution of abnormal, normal, and superior individuals 
in the general population The distribution is continuous with no gaps between 
groups The largest number of individuals are concentrated m the central oi 
normal area, and the number gradually decreases as the extremes of abnormahty 
and superiority are approached ' 

depending upon the social evaluation or the desirability of the 
considered trait. 

Although the statistical criterion is useful and in many re¬ 
spects sound, it IS based on the questionable assumption that 
all human variations can be expressed as quantitative deviations. 
Most traits are likely to be distributed in this fashion, but there 
are many exceptions. With respect to certain physical condi¬ 
tions, it IS apparent that there is no continuity between health 
and disease. People fall into discrete groups; either they have 
measles, tuberculosis, cancer, or infantile paralysis, or they do 
not. The difference between the affected and the nonaffected 
IS qualitative rather than quantitative This viewpoint, which 
is known as the pathological entenon of abnormality is also 
applicable to certain forms of mental disorders'^, For sample 
normal individuals do not appear to have the' same kind of 
emotional and thought disturbances that are observed in some 
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mental patients, and they do not possess, even in mild form, the 
characteristic physical features of Mongolian imbeciles The 
pathological criterion does not differentiate the normal from the 
superior group, but it is not improbable that qualitative differ¬ 
ences also exist between these two groups, 

Figure 2 represents an attempt to interrelate the abnormal, 
normal, and superior groups in such a way as to combine the 



Fiq 2 —Schematic representation of the interrelationship between the four 
main types of deviants and the normal and superior groups Radu fiom 'lhe 
center to the periphery indicate diflferences in de^ee 

statistical anc^ pathological criteria The concentric circles that 
separate the three groups suggest the possibility of qualitative 
differences, and the radii from the center to the periphery may 
be considered quantitative continuums. A further advantage of 
Fig. 2 is that the four major forms of abnormality are each as¬ 
signed separate areas in the outer ring. This convention divides 
the total figure into four quadrants, or sectors, and facilitates a 
comparison of the abnormal, normal, and superior groups with 
respect to each form of abnormality 
The key trait in the mental-deficiency quadrant is intelligence 
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Individuals who are so deficient in intelligence that they are 
subject to commitment to an institution for mental defectives 
constitute the outer perimeter of this sector. Between the men¬ 
tally defective and the true normal or average are the retarded 
borderline individuals who frequently repeat grades in school 
and rarely rise above the level of semiskilled workers Next are 
the normal group who possess average intelligence Between 
the normal and the superior are the bright, and beyond the 
bright are the superior, who are as numerous as the mentally 
defective, Individual variations are also found within the supe¬ 
rior group. The most outstanding, who constitute less than 1 
per cent of the superior group in abihty and achievement, are 
the gifted, or geniuses. 

The key traits in the psychoneuroses sector are emotional 
stability and mental serenity. Those markedly lacking m these 
qualities are psyehoneurotics, and those who possess these quali¬ 
ties in excessive amount are the superior Between these ex¬ 
tremes are the normal, who, depending on their proximity to the 
center or to the perimeter of the circle, are more or less stable 
and calm in the face of stressful situations The personality- 
integration continuum of the psychotic sector ranges from the 
extremely well-balanced and rugged personality of the superior, 
through various degrees of normality, to the easily shattered 
and disorganized personality of the obviously psychotic on the 
perimeter. The hardened criminal and the severe psychopath 
make up the perimeter of the antisocial sector. The outer ex¬ 
treme of the normal group contributes the occasional or mild 
offenders. At the superior level are found individuals who not 
only adapt to ethical and cultural standards but go further and 
attempt by their efforts to advance the welfare and social de¬ 
velopment of their associates. 

ABNORMAL PSYCHOLOGY AND RELATED FIELDS 

Psychology.—Psychology is concerned with the study of the 
mental processes and behavior of all human beings, with em¬ 
phasis on the normal Abnormal psychology is a subdivision 
that IS limited to the study of the mental processes and behavior 
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of abnormal people. Properly trained mdividuals who are more 
interested in the applied than in the theoretical or academic 
aspects of psychology are referred to as clinical and consulting 
psychologists Clidal psych.ologiste_ work mainly with childr en" 
^^adolescentsjnjehools and..clinics. Their duties, consist of ( 
the adm inis tration of intelligence, educational, and yocational 
tests,; the diagnosis and guidance of mental defectives; the cor¬ 
rection of dis abil ities in school subjects, the treatment of speech 
defects and minor emotional and personality problems; a nd voca -v 
tioiml gu^ance 

Consulting psychologists, like consulting engineers or physi¬ 
cians, are professional men offering specialized services Some 
consulting psychologists specialize m the type of activities out¬ 
lined above for clinical psychologists, others specialize m per¬ 
sonnel and industrial problems or m the treatment of minor per¬ 
sonality and emotional disturbances of children and adults. 

Medicine.—The branch of medicmc corresponding to abnor¬ 
mal psychology is psychiatry Psychiatrists are physicians 
specializing in the study and treatment of mental disease The 
more severe forms of psychopathology, with or without organic 
involvements, that necessitate the administration of drugs, sur¬ 
gery, hospitalization, or other medical procedures are properly 
the province of the psychiatrist Neurology is the study of the 
develqpinent arid, function of the brain, spinal cord, and the rest 
of the nervous system Mental diseases associated with lesions 
or dysfunction of the nervous system are more correctly re¬ 
ferred to as neur opsy chiatric disorders 
■ Psychoanalysis is a specialty within psychiatry that is par¬ 
ticularly concerned with the investigation and treatment of 
the psychoneuroses Psychoanalysts differ from psychiatrists in 
their rigid adherence to certain tenets concerning the origin and 
treatment of-mental disorders Only a very small percentage 
of psychiatrists are psychoanalysts. 

The recent approach to the patient as a whole has resulted m 
a closer relationship between psychiatry and general medicine 
It IS now realized that physical symptoms may have both an 
organic and a psychological basis. Organic diseases are often 
complicated by Rmotional reactions that must be treated if the 
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patient is to recover completely, and unrecognized psychologi¬ 
cal disturbances often masquerade as physical diseases. It has 
been estimated that more than a third of the patients seen m 
general medical practice have no definite bodily disease Their 
symptoms are essentially due to psychological and emotional 
causes. The recognition of the intimate interaction of mind 
and body has resulted in a new branch of medicine, that of 
psychosomatic medicine Psychosomatic components are most 
common in such conditions as peptic ulcer, cardiac dysfunction, 
genitourinary diseases, allergies, respiratory disturbances, mi¬ 
graine, and hyperthyroidism (6) 

Sociology.—The sociologist, together with the social anthro¬ 
pologist, IS interested in the effect of cultural and social phe¬ 
nomena upon normal and abnormal functioning m the com¬ 
munity. The empliasis in these fields is on the group rather 
than on the individual A recent anthropological observation 
(2), which has been grossly misinterpreted by some people, is 
the finding that patterns of behavior that are considered normal 
m one culture may be regarded as abnormal in another There 
IS nothing spectacular about this The same inconsistency is 
apparent in our own society. A man who kills a fellow citizen 
IS executed as a murderer; if he kills a dozen, he is a mad fiend; 
but a soldier who kills a hundred of the enemy is rightly a hero. 

Normality and abnormality can be defined only in terms of 
conformity to the will and welfare of the group and in capacity 
for self-management A psychotic patient, who is committed to 
a mental hospital because he is unable to care for himself and 
spends all his time conversing with God, might have been re¬ 
garded as a sacred personage if he had lived in some primitive 
society, but that does not make him anj' less psychotic. If 
transported to a favorable primitive culture, he would stiU be 
unable to care for himself and he would not conform to the 
conventions of the primitive society Duiing the Middle Ages 
the feeble-minded were regarded in some quarters as messengers 
of God, and wise men listened to their idiotic muttenngs for a 
clue to God’s will, but that did not make them any more capable 
of self-management or any less feeble-minded. 
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Psychiatric Social Work.—^This is a rapidly developing 
specialty that is concerned primarily with the investigation and 
supervision of deviants Present-day social workers are profes¬ 
sionally trained college graduates who serve as liaison agents 
between the deviant and the community They are usually at¬ 
tached to the staffs of clinics, social agencies, hospitals, courts, 
and prisons but do most of their work in the community The 
investigative part of their duties includes obtaining case his¬ 
tones and studying the home and neighborhood factors that may 
have contributed to the development of abnormal behavior 
Supervision consists m counselmg and aiding the abnormal in 
their attempts to become conforming, self-sustaining members of 
society 

Law.—The interest of the law in deviants is not hmited to 
the criminal and the psychopath but extends to all forms of ab¬ 
normality As experts on mental health, physicians may recom¬ 
mend the certification and hospitalization of mental cases, but 
the final decision rests with the court The commitment of a 
mentally defective or psychotic individual to an institution is 
a legal process Patients cannot be detained in institutions 
against their will except by court action State laws provide 
for periodic examination of locked institutions to guard against 
the unjust incarceration of a sane individual or the continued 
incarceration of a recovered patient Laws also specify the 
status of the insane A psychotic person who commits an il¬ 
legal act is usually not punished as a criminal, but his freedom, 
rights, and privileges are seriously curtailed In most states, 
the insane are deprived of their citizenship rights to vote or 
hold public office They are not permitted to administer their 
affairs or to sign legal papers Until they are adjudged sane, 
their interests are looked after by a special committee assigned 
by and responsible to the court 

About 10 per cent of the clients of legal-aid societies are 
psychoneurotic and "lunatic-frmge” individuals whose griev¬ 
ances are founded on mental and emotional distortions rather 
than facts (3). Unstable and eccentric personalities often cre¬ 
ate interesting medicolegal problems by their peculiar wills and 
injudicious financial enterprises 
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Mental Hygiene.—^This is essentially an educational program, 
with two fundamental objectives, (a) the prevention of mental 
aberration by sanitary psychological living and the early treat¬ 
ment of minor difficulties, and (h) the fostering of an objective 
and S}mipathetic attitude toward the deviant. At present this 
work is being conducted mainly by psychiatrists, psychologists, 
and social workers, but the teaching of healthy mental and 
emotional habits that lead to a happy and effective life should 
be incorporated in every school curriculum Educational courses 
in physical hygiene have played a major role in improving the 
physical health of the nation. It is now time to consider mental 
health, since a healthy personality is certainly as desirable as a 
sound physique. 

L Education —Since almost all varieties of abnormalities, with 
me exception of psychoses occurring m adult life, are noted in 
the classroom, it is essential for teachers to have some under¬ 
standing of abnormal psychology and mental hygiene Mental 
deficiency is largely an educational problem, and antisochal be- 
ilavioFusually has its onset in early life. Much can 'Be'd’oneln' 
tfte'sehooTto prevent and correct the development of neurotic 
and delinquent traits in children during the formative years if 
educators wiU give greater attention to the social, emotional, 
and personality development of students. Surveys conducted m 
public schools and colleges (5) indicate that from 10 to 15 per 
cent of students are in need of psychological counseling Nor 
IS the teaching staff immune. A surprising number of teachers 
have personahty problems which not only interfere with their 
own personal happiness and adjustment but also create emo¬ 
tional disturbances in their students. 

'L Religion.—Until comparatively recent times, the care of men¬ 
tal deviants was m the hands of priests. To the heahng temples 
of ancient Greece and Egypt came the mentally diseased to be 
treated by incantations and rehgious rites In the early days 
of Christianity, the abnormal were considered to be possessed 
by the devil and it became the duty of the Church to drive out 
the evil demons by exorcism, prayer, and spr inklin g with holy 
water. If these methods failed, violence was applied on the 
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principle that if patients were thoroughly beaten, the devil 
within would become uncomfortable and flee. 

With the rise of medicine, the religious interpretation of men¬ 
tal disease gradually declined, and the care of patients was taken 
over by physicians However, m modified form, the close ties 
between religion and the abnormal still persist. In European 
countries, religious groups operate a large number of mental 
hospitals and schools for mental defectives In this country it 
IS an accepted function of clergymen to minister to the psycho¬ 
logical as well as the spiritual needs of their congregations (7) 
When faced with severe personal difficulties, the moie pious 
frequently turn to religion and prayer for guidance and inner 
peace To aid these individuals, many clergymen have under¬ 
taken special training in abnormal psychology and, m several 
instances, have established mental hygiene clinics, usually under 
medical supervision, in their churches 
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CHAPTER II 

MOTIVATION AND ADJUSTMENT 

A knowledgG of huiuaii motives and tho factors facilitating or 
obstructing their full expression is basic to an understandmg 
of the psychology of adjustment. Whether an individual is 
adjusted or maladjusted depends in a large measure on (a) the 
extent to which a state of harmony prevails among his mani¬ 
fold drives, motives, and ideals; (b) the extent to which his 
wishes and aspirations are adequately attained, and (c) the 
extent to which his desires and actions are in conformity with 
the demands and standards of his social group Inner strivings 
and motives that permit a person to live at peace with himself 
and his social group make for adjustment; those that create 
personal discord and social conflict favor maladjustment. 


PHYSIOLOGICAL DRIVES 

Physiological drives are persistent internal stimuli, generally 
of a discomforting nature, that direct the individual’s attention 
and eneigies toward the attainment of certain basic biological 
goals. The three main functions of drives are to satisfy the 
organic needs of the body, to protect the organism against 
physical injury, and to stimulate activities favorable to repro¬ 
duction and infant care. 

Organic Needs.—To survive and function properly, the hu¬ 
man organism requires food, water, oxygen, rest or sleep, elimi¬ 
nation of waste products, and an even internal body tempera¬ 
ture. Each of these needs is served by a specific physiological 
drive. As long as the requirements of the body are adequately 
satisfied, the internal environment is in a state of quiescence, or 
equilibrium In thermostatic fashion, drives set off corrective 
or compensatory activities whenever the internal physiochemi- 
cal balance is threatened by an unfavorable temperature, a lack 
of food, water, and oxygen, or an excess of waste products and 
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toxins, The impending disturbance is generally signaled by 
some persistent tissue irritation that releases some of the energy 
stored in the body and creates sufficient tension to impel the 
individual to engage in some activity that will avert the threat¬ 
ened disequilibrium, restore internal harmony, and eliminate the 
persistent tissue stimuli (11) 

In the case of hunger, a threatened drop in concentration of 
blood sugar or other nutrient material gives rise to vigorous 
contraction of the stomach walls This persistent tissue annoy¬ 
ance leads to sustained stimulation of efferent nerves, which in 
turn release energy produced and stored in the body tissues 
The resulting state of tension and unrest spurs the individual 
to greater activity until food is obtained. With intake of food, 
the stomach contractions subside, the threatened chemical short¬ 
age IS averted, and internal biochemical equilibrium, or homeos¬ 
tasis, IS restored 

When the water content of the body reaches a low point, the 
salivary glands cease secretion Deprived of saliva, the mouth 
and throat become dry and parched and the individual eom- 
plains of thirst. Drinking raises the water level of the body, 
permits a resumption of salivary activity, and thus terminates 
thirst. 

A diminished supply of air in the lungs produces a pressure 
sensation of a painful nature in the chest and throat, experi¬ 
enced subjectively as a feelmg of suffocation. This disagreeable 
sensation elicits vigorous breathing movements that replenish 
the air supply of the body. 

High and low external temperatures jeopardize the mainte¬ 
nance of an optimal internal temperature and produce altera¬ 
tions in the dilation of blood vessels and m the activity of the 
sweat glands. These changes are accompanied by uncomfort¬ 
able sensations of cold or warmth The spontaneous corrective 
measures for cold are decreased heat loss through the skin and 
increased heat production through stimulated appetite and in¬ 
creased activity. A threatened rise of internal temperature is 
prevented by increased perspiration, diminished activity, and 
loss of appetite. 

Like other physiological drives, sleep serves an essential or- 
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ganic need, namely, it provides a favorable condition for mental 
and physical recuperation Sleep is a period of rest character¬ 
ized by marked relaxation of the postural musculature and by 
sharply decreased sensitivity to sensory stimuh. In infancy, 
sleep IS most likely induced by fatigue toxins, but in later life 
the sleep cycle is regulated mainly by acquired habit patterns. 
With the approach of our customary hour for retiring, we begin 
to feel sleepy regardless of whether we have had a busy or a 
restful day. 

Since sleep is an essential organic need, complete deprivation 
of sleep for even a few days would result in death due to ex¬ 
haustion However, it is extremely difficult to keep an indi¬ 
vidual continuously awake for a long period. After three days 
of continued wakefulness, the urge to sleep becomes so insistent 
and pervasive that it overtakes the individual Experimental 
studies indicate that when human subjects are deprived of sleep 
for 60 or more hours, except for brief unnoticed naps, they usu¬ 
ally show signs of irritability, emotional instability, hallucina¬ 
tions, confusion, headaches, and ocular discomfort In a study 
reported by Katz and Landis (6), one subject, who was de¬ 
scribed as somewhat eccentric, maintained a lO-day vigil which 
was periodically broken by short periods of inadvertent sleep 
totaling five and a quarter hours. The longest period of con¬ 
tinuous wakefulness was 62 hours. After the fifth day, the sub¬ 
ject began to exhibit abnormal reactions, including irritability, 
hallucinations, disturbances m thinking, and disorientation. As 
the vigil continued, he gradually developed delusions of a per¬ 
secutory nature By the tenth day, his behavior, as a result of 
these delusions, became so unmanageable that it was necessary 
to terminate the experiment 

Protection against Injury.—This function is largely relegated 
to the sense organs and the emotions Noxious stimuli in the 
form of strong or painful stimulation of the cutaneous, auditory, 
olfactory, and visual organs evoke diffuse emotional disturbances 
of fear, anger, and annoyance These disturbances influence 
the individual to withdraw from, or eliminate, disturbing sensory 
stimuli. Since freedom of action is essential for the avoidance 
of harmful stimuh, forceful restraint of bodily movements 
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evokes rage responses characterized by vigorous struggling 
movements On the positive side, favorable or protective 
stimuli, such as stroking of the skin, produce affective and mo¬ 
tor reactions conducive to the continuation of the stimulation 

Reproduction and Infant Care.—^Propagation and infant care 
are entrusted to the sex and maternal drives. Hormonal secre¬ 
tions of the anterior pituitary and gonadal glands, intensified by 
kinesthetic sensations originating from the sex organs, create a 
state of erotic excitement that orients the individual toward 
participation in sexual activity. The physiological basis for 
maternal behavior is traceable to a hormone of the anterior 
pituitary gland. Pressure sensations arising from the congested 
mammillary glands also play a contributory role 

Exploratory Drive.—Unless an animal engages in a certain 
amount of exploratory activity, he will be unable to obtain 
food, water, sex mates, and refuge from harmful stimuli. This 
IS also true of the human organism. Healthy babies actively 
explore their environment and, if unrestrained, will wander off. 
In later years this innate biological drive finds expression in the 
perpetual questions of children and the general curiosity of 
adults. 

Voluntary Control—^Under usual circumstances, physiologi¬ 
cal drives have a right of way because they are painful to ignore 
and pleasant to yield to Eating, for example, eliminates the 
disagreeable pangs of hunger and is at the same time a pleasur¬ 
able experience in itself. Man, however, does not always react 
to his internal urges in the expected fashion Their expression 
IS to a great extent subject to voluntary control and modification 
through learning Under certain circumstances he may choose 
to Ignore hunger, inhibit sexual craving, or expose himself to 
physical injury and even death Unhappily married women or 
unwed mothers often suppress their maternal feelmgs and may 
actively reject their children. 


PSYCHOLOGICAL MOTIVES 

In civilized countries, food, shelter, and protection against 
physical injury are, in normal times, readily obtained, so that 



26 ABNORMAL PSYCHOLOGY 

physiological drives, per se, are rarely the direct causes of emo¬ 
tional disturbances and conflicts. Of far greater direct signifi¬ 
cance for happiness, mental health, and adjustment are man’s 
psychological drives, which, for purposes of distinction, may be 
termed motives, or wishes. These psychological needs may be 
viewed as elaborations of the more basic physiological drives 
but, as noted by Allport (2, p. 194), they are “self-sustaining 
contemporary systems growing out of antecedent systems but 
functionally independent of them.” 

Basic Motives.—Some disagreement exists among psycholo¬ 
gists as to the classification of psychological motives The fol¬ 
lowing are some of the more widely accepted. Almost everyone 
possesses these desires or motives to some degree, but they are 
by no means innate and universal, or equally intense in all 
persons. 

Security —The desire for security is essentially an anticipa¬ 
tion of future organic needs Economic and political security 
assures shelter, comfort, and nutrition at some distant date. 
Subserving this need are the attitudes of acquisition, conserv- 
ance, order, retention, and construction reported by Murray (9). 
Submission and deference may also be included in this cate¬ 
gory, since a willingness to yield and to follow a strong leader 
often furthers one’s own security 

Mastery .—The striving for some degree of achievement, recog¬ 
nition, superiority, or popularity has been interpreted both as a 
further guarantee of security and as an expression of the rage 
reaction in that the attainment of mastery implies the overcom¬ 
ing and removal of thwarting obstacles. This motive figures in 
most classifications under such names as “desire for preeminence” 
or “will to power.” 

Selj-esteem ,—In Occidental as well as in Oriental countries, 
the preservation of self-respect, “savmg of face,” and the de¬ 
fense of pride and honor are of great importance in deciding 
choice of action. Murray refers to a need for inviolacy and 
includes under this heading avoidance of failure, defense against 
belittlement, and overcoming of defeat by repeated effort and 
retaliation. McDougall’s sentiment of self-regard and Freud’s 
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concept of narcism are also nearly synonymous with the self¬ 
esteem motive 

Social Motive —Man is gregarious by nature. Most individ¬ 
uals enjoy associating with other people and are dejected when 
involuntarily deprived of human companionship It is fear of 
ostracism, with its attending loneliness and loss of community 
advantages, that influences men and women to conform to tra¬ 
ditions and strive for social acceptance The two-way strength 
of this motive is reflected in the popularity of clubs and fra¬ 
ternal organizations and in the use of social isolation as a method 
of punishing difficult convicts The bombing of English cities 
during the Second World War afforded another striking illus¬ 
tration Forced to decide between the dangers of city dwelling 
and the safety of the lonely countryside, many urbanites, after 
a brief trial of the latter, returned to their blitzed cities, stating 
that they would rather be bombed than bored 

Response from Others .—Most individuals are not content 
with mere membership in a social group They want to be 
respected as well as accepted They crave recognition and fa¬ 
vorable responses from their associates There is a great need 
for intimate friendship that finds expression in the joy of shar¬ 
ing experiences and confidences. Out of the wish for response 
from others grow kindness and altruism. This desire to give and 
receive attention and affection appears in accentuated form 
within the family group. Parents strive, sometimes at great 
personal sacrifice, to win the affection of their children, and 
children are most unhappy when denied the love of their parents 

Psychosexual Motive —The need for affectionate responses 
from others, when intensified and colored by the sex drive, 
finds special expression in the exchange of love between sweet¬ 
hearts and marital partners Each gives generously of himself 
to the other and, in so doing, becomes important to the welfare 
and happiness of the other Narrow personal identity and out¬ 
look IS expanded to include two hves, to the enrichment and 
mutual advantage of each 

Habits as Motives —Our habits frequently become our mas¬ 
ters. Activities that initially serve as means to an end even¬ 
tually become objects of interest in their own right (10). Habits 
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grow on us, and we obtain pleasure m exercising them even 
when they no longer serve their original purpose. A person 
may take up law as a means of earning a livelihood, but even 
after he acquires a fortune he may find it impossible to give up 
his practice On a holiday, the postman takes a long walk, and 
the sailor goes rowing in the park lagoon After many active 
years m service, most men would rather continue with their 
work at half pay than retire on pensions If forced to surrender 
their work habits, they often become apathetic and unhappy 
The driving force of habits is also seen m our desire to repeat 
past experiences, to avoid change, and to remain in the realm 
of the lamiliar If long continued, the most unpleasant sur¬ 
roundings and most strenuous occupations eventually become 
desirable Men grown old in prisons or mental hospitals often 
ask to be readmitted when set free. 


New Experience —As an antidote to too much attachment to 
old habits and overconcern with security, most individuals de¬ 
sire adventure and excitement This wish for new experiences 
IS a stimulus to research and invention, but it is also a moti¬ 
vating factor in delinquency, immorality, drug addiction, and 
other forms of undesirable behavior Our dislike for monotonous 
routine and interest in traveling and making new friends are 


some milder expressions of this tendency 
Aggressiveness ^Whether man is by nature aggressive and 
destructive is debatable. Psychoanalysts maintain that each 
individual, as part of his biological inheritance, possesses de¬ 
structive death urges as well as constructive life urges Pitted 
against the will to live and love is the will to die and destroy 
The pleasure people obtain m watching fires, accidents, execu¬ 
tions, buUfights, and horror movies, the widespread interest in 
murder stones, and the cruelty of some children toward play¬ 
mates and animals give support to this doctrine 
In most individuals there exists a favorable balance between 
the life and death urges, so that kindness triumphs over cruelty 
Constructiveness over destructiveness, and compassion over hate' 
in a few individuals the reverse is true Aggression may then 
be directed against others in the form of cruelty, assaultiveness, 
property destruction, or murder, or it may be turned upon the 
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self, leading to asceticism, martyrdom, self-mutilation, or sui¬ 
cide (8). 

Although accepting the fact that human actions are often 
more destructive than constiuctive and sometimes openly bel¬ 
ligerent and hateful, most psychologists prefer to interpret ag¬ 
gressive behavior as a reaction against frustration rather than 
as a fundamental psychological motive (5) 

Relative Importance of Motives.—There is no way of accu¬ 
rately measuring the relative intensity or strength of human 
motives All play a part in weaving the pattern of life. Be¬ 
havior IS generally determined by a mixture of many motives 
In attending college, for example, the student is responding to 
several motives. A college education enhances self-esteem, 
makes for greater economic security, favors mastery, satisfies 
the thirst for new experiences, and usually provides added op¬ 
portunities for romance It is also a continuation of the habit 
of going to school On the other hand, a dominant motive is 
often discernible in the lives of specific individuals. Some are 
primarily interested m security, others sacrifice all for social 
recognition, personal pride, love, or the thrill of a new experi¬ 
ence A craving for affection may influence a person to re¬ 
nounce security and social approval, and an insatiable thirst for 
power may result in the dwarfing of all other desires. 

Which motives predominate in a given individual will de¬ 
pend largely upon his social environment and personal experi¬ 
ences Studies by Benedict (4), Mead (7), and other anthro¬ 
pologists have shown that various cultures encourage the de¬ 
velopment of some motives and discourage the expression of 
others Intense striving for power may be the ideal in one 
tribe, but it may be frowned upon in some neighboring com¬ 
munity In other cultures, cooperation may be the central 
theme molding behavior. 

In modern society, the effect of culture in shaping motives is 
also apparent The people of the United States are, in general, 
more concerned with competition than the people of South 
America, face saving appears to be more important m the Orient 
than m the Occident Within a culture, individual differences 
in motives among the normal population are largely the prod- 
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uct of pleasure-pain conditionings Our society favors the de¬ 
velopment of the social drive, but persons ridiculed by asso¬ 
ciates learn to avoid and even dislilce social contacts. Normal 
psychosexual feelings may become distorted as a consequence of 
an unfortunate love affair Repeated failures may lead to a 
surrender of the mastery motive, and poverty during childhood 
may make striving for wealth the basic life goal 
Sentiments and Ideals—^Emotional attitudes toward certain 
objects or classes of objects, known as “sentiments” and “ideals,” 
are also important sources of human motivation These aie 
largely built up through experience and training There natu¬ 
rally are wide individual differences with respect to the nature 
and intensity of these more complex sources of motivation 
Some examples are loyalty to friends, patriotism, sympathy, 
reverence, sense of duty, and honesty. Although somewhat more 
abstract and more subject to cultural influences, these senti¬ 
ments are no less effective than motives Man has always 
fought and sacrificed for his ideals In times of war, soldiers 
give up their lives for love of country; and in times of peace 
many willingly shoulder unnecessary responsibilities because of 
loyalty to friends and relatives and sympathy for the less for¬ 
tunate. 


THE ADJUSTMENT PROCESS 

The principal elements of the adjustment process are indi¬ 
cated m Fig. 3 Some insistent motive disturbs mental tran¬ 
quillity and sets in motion activities designed to eliminate inter¬ 
vening obstacles and thus permit the attainment of the goal 
essential to the restoration of psychological equilibrium Thus, 
a desire for financial security, expressed by a goal of $5,000 a 
year, will drive the individual to engage in various activities 
that will enable him to overcome the obstacles in his path 
Some possible actions might be attending graduate school to 
train for a profession, saving and investing his income, working 
hard for advancement, or marrying a person of wealth. When 
the goal is attained, there is a release of tension and a decrease 
in goal-directed activities. If motives were simple and goals 
were easily attained, there would be little cause for maladjust- 
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ment. Unfortunately, motives are complex and often mutually 
antagonistic In addition, difficult obstacles of a personal or 
external nature frequently thwart the attainment of aspirations 
and desires. 

Conflicting Motives.—It is often difficult to decide which of 
two or more opposed motives to satisfy Much as one would 
like security, there are the attractions of new experiences An 
early marriage will satisfy psychosexual urges but, by inter¬ 
fering with the completion of a college education, it may jeop- 


MOTIVE 


GOAL DIRECTED 
ACTIVITIES 



GOAL 


Fig 3—The principal elements of the adjustment process Oiiented toward a 
goal by some motive oi desire, the individual staves to overcome intervening 
obstacles by increased effort and varied approaches li these goal-dnected activi¬ 
ties fail, he may attempt to satisfy his motive by changmg oi loweimg his goal 
to one more attainable 


ardize future achievement Especially m time of war, there 
may be a clash between physiological drives and psychological 
motives, for example hunger versus honor and avoidance of 
death versus heroism 

Antagonistic desires of this nature destroy mental equilibrium 
and give rise to conflicts The individual vacillates from one 
course of action to another and back again without being able 
to arrive at a decision During the process, he becomes progres¬ 
sively more tense and confused The deadlock is eventually 
resolved either on the basis of logical reasoning or by an impul¬ 
sive decision. In most instances this settles the matter The 
individual concentrates on the advantages to be derived from 
the selected goal and ignores the rejected one. However, some 
individuals are incapable of solving their conflicts in this fash¬ 
ion They may attempt to satisfy both desires with futile half¬ 
way measures or they may remain in a state of chronic indeci¬ 
sion. Both of these reactions are conducive to the development 
of abnormality. 
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SOURCES OF FRUSTRATION 

Competition—Most individuals have somewhat similar de¬ 
sires, but they are not equally equipped to satisfy them Some, 
by virtue of a superior heredity or more favorable family back¬ 
ground, possess an insurmountable advantage over others with 
respect to intelligence, physical attractiveness, social charm, 
and emotional stability. In the competitive struggle for wealth, 
desirable marital partners, social recognition, professional suc¬ 
cess, new experiences, and other values that make for happi¬ 
ness, they encounter fewer difficulties than the less well endowed 

Too High Goals.—Since the goal, to a large extent, deter¬ 
mines the severity of obstacles, too high ambitions are important 
sources of frustration. Individuals who aspire to scholastic, 
professional, or social achievements beyond their abilities court 
psychological disaster Parents and teachers are the principal 
offenders in encouraging children to aim too high At all edu¬ 
cational levels are found unhappy students who would be well 
adjusted if they were satisfied with doing passing work without 
pathetically stnving to do A work with C brains. Almost every 
American boy is encouraged to beheve that he can, by hard work 
and clean living, become President of the United States. Actu¬ 
ally, the chance of attaining this goal is about 1 m 25,000,000 
The expression “there is always plenty of room at the top” is 
an outright misstatement of fact By very definition, only a 
few can ever become executives, famous persons, or leaders 
The great majority of the population must be content with 
moderate success 

Social Obstacles.—The restrictions placed on behavior by 
the rules of society constitute another important source of frus¬ 
tration In satisfying our manifold desires, our actions must be 
in conformity with the accepted moral and social code of our 
culture One cannot, with impunity, seek a short cut to eco¬ 
nomic security by theft or gain new experiences through marital 
infidehty or drug addiction. Members of minority groups and 
persons born on the “wrong side of the tracks” often find it diffi- 
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cult to attain their life goals because of discriminatory social 
and economic barriers 

Other Sources of Frustration.—Human wants are sometimes 
thwarted by wars, floods, economic depressions, political up¬ 
heavals, and other events that upset the best-laid plans In 
many war-torn countries, the scarcity of men constitutes an 
important obstacle to marriage As yet, this is not a serious 
problem in the United States, where the sex ratio is only slightly 
in favor of females. 

REACTIONS TO FRUSTRATION 

Frustrations create uncomfortable emotional tensions that 
operate as insistent drives influencing the individual to engage 
in various tension-reducing activities The variety of reactions 
to frustrations is practically unlimited The reactions may range 
from the constructive direct approaches of normal individuals to 
the mental symptoms of psychotic patients 
Direct Approaches.—The two principal direct methods of 
overcoming obstacles are through increased effort and variation 
in mode of attack. If these approaches fail, the third direct 
course of action consists in changing the goal to one that is 
more attainable A premedical student doing unsatisfactory 
work in his courses may first react by spending more time and 
effort on his studies If this does not produce satisfactory re¬ 
sults, he may try to improve his grades by changing his study 
habits, employing a tutor, selecting easier courses, or becoming 
an “apple polisher ” Should these varied approaches prove un¬ 
successful, he may give up his medical goal and transfer to some 
other course more in keeping with his abilities 
Feelings of Inferiority.—^When increased effort and variation 
in attack fail and substitute goals are unavailable or unaccept¬ 
able, individuals often react by developing feelings of helpless¬ 
ness and inadequacy. This emotionally distressing state of 
mind, popularly known as the infenonty complex, is especially 
prevalent among individuals who attribute their failure to at¬ 
tain life objectives to personal inadequacies or defects An 
inferiority complex is a form of self-criticism usually involving 
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fear of social disapproval As might be expected, persons bur¬ 
dened with ideas of inadequacy show considerable variation in 
conduct and mental reactions. Some of their more common 
characteristics are extreme sensitiveness to criticism, suspicious¬ 
ness, envy, expansive response to flattery, playing to the grand¬ 
stand, fear of competition, unsportsmanlike reaction to failure, 
tendency to disparage others, accentuated self-consciousness, 
proneness to worry, and excessive self-analysis (1, 3). 

Feelings of inferiority bear no direct relationship to actual 
ability. As a matter of fact, inferiority complexes are much 
more common among persons of high than of low ability For 
example, more college students than morons are troubled by 
thoughts of intellectual inferiority In general, the severity of 
inferiority feelings experienced by an individual is determined 
by the amount of discrepancy between his ambitions or goals 
and his actual achievement Persons with simple goals that are 
easily satisfied are rarely troubled by inferiority attitudes High 
ideals that are difficult to attain are prerequisites for an infe¬ 
riority complex, and the severity of inferiority feelings is roughly 
equal to the difference between ambition and success. The stu¬ 
dent who aspires to be the top-ranking member of his class and 
earns second place may suffer miserably from pangs of infe¬ 
riority; whereas the student whose goal is limited to doing 
passing work may be immensely pleased if he ranks in the mid¬ 
dle of his class. 

In a study of college students. Allport (2) noted that more 
than 90 per cent had experienced feelings of inadequacy Ap¬ 
proximately three out of five students of each sex admitted that 
at some time in their lives they had felt physically, socially, and 
intellectually inferior Feelings of moral inferiority were re¬ 
ported by more than one-third of men and one-fourth of women 
students. 

Feelings of inadequacy may be cured in one of two ways. One 
method is to lower the goal to a level within easy range of 
achievement This technique is common among college students 
who m their freshman year try for a straight A record but who 
are well satisfied with a B average by the time they are sopho¬ 
mores. A second alternative consists in attaining the original 
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goal by great intensification of effort or removal of personal 
handicaps Two outstanding examples are provided by the lives 
of Helen KeUer and Theodore Roosevelt. Through diligent and 
persistent effortSj Helen Keller overcame the double handicap 
of blindness and deafness to become a successful writer and 
speaker As a boy, Theodore Roosevelt was extremely sensitive 
of his physical frailness. He successfully compensated for his 
physical mferiority by becoming a “Rough Rider,” big-game 
hunter, and an ardent exponent of vigorous and dangerous 
living 

As these two illustrations imply, inferiority feelings are not 
without value in that they frequently drive their possessors to 
great achievement. Many outstanding men and women owe 
their success to the fact that they were tormented by attitudes 
of financial or social inferiority in their youth. 

Aggressive Behavior.—Instead of adjusting passively to ob¬ 
stacles by developing defeatist attitudes, many individuals 
vigorously attack oi develop hostile attitudes toward the source 
of their frustration We usually dislike and are vindictive to¬ 
ward people who humiliate us or prevent us from attaining our 
goals. Aggressive behavior is most common when frustration is 
caused by some external obstacle, but failure due to personal 
faults and errors may also evoke this reaction. The target of 
attack IS usually some other person or object, and the intensity 
of the attack varies with the amount of frustration. 

When parents interfere with the wishes of their children, the 
latter frequently turn upon the parents and either express their 
hatred outright or indirectly punish them by engaging in some 
destructive, defiant, or annoying behavior. Discharged em¬ 
ployees have been known to assault their foremen or damage 
company property. It is not uncommon for convicted cnmmals 
to swear that they will get even with the judge or prosecuting 
attorney who deprives them of their freedom Radical political 
movements that advocate the overthrow of established govern¬ 
ment through violence have always drawn their chief support 
from the disgruntled and frustrated members of society. 

However, it is not uncommon for thwarted persons to direct 
their aggression upon themselves. Many individuals "kick 
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themselves” when hopes are not realized Mental depression, 
sulkiness, feehngs of guilt, and suicide are essentially methods 
of self-punishment. Indirectly, of course, these reactions may 
also punish other persons m that such behavior is discomforting 
and annoying to associates. The suicide who leaves notes blam¬ 
ing specific persons for his act frequently hurts the designated 
persons much more effectively than he might have by direct 
attack (8) 

Mental Mechanisms.—Good solutions to conflicts, frustra¬ 
tions, and inferiority attitudes are not always available Physi¬ 
cal handicap or the necessity of taking care of their parents may 
prevent many persons from attaining their goals of marriage, 
children, and a home of their own Individuals possessing me¬ 
diocre ability and high aspiiations may strive m vam for success 
as scholars, business executives, or artists Sound plans for 
security or new experiences may be thwarted by disabling acci¬ 
dents, bank failures, wars, and other catastrophes 

Under such circumstances, the individual has the alternative 
of remaining chronically tense, maladjusted, and crushed with 
feelings of inadequacy, or he may obtain partial relief through 
unconscious recourse to mental mechanisms that have some pro¬ 
tective, alleviating, or escape value Some common mechanisms 
are phantasy, compensation, identification, projection, ration¬ 
alization, and sublimation. These “psychological detours,” 
which will be discussed in the following chapter, are frequently 
used to great advantage by normal individuals without any 
attendant ill effects When carried to extremes, however, they 
may become symptomatic of neurotic or psychotic behavior. 

Mental Symptoms.—^The symptoms of the neurotic and the 
psychotic usually serve the same geneial purposes as those served 
by the mental mechanisms of normal people, that is, they adjust 
the mentally ill to their inner conflicts and to the demands of 
the external environment. Through loss of memory and varied 
psychogenic ailments, neurotics escape from distressing life situ¬ 
ations. Psychotics indirectly satisfy frustrated ambitions by 
developing delusions of grandeur, and they protect themselves 
against harsh realities by distortmg facts and withdrawing into 
satisfying private worlds An important difference between 
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mental mechanisms and mental symptoms is that the latter are 
more drastic last-stand measures that provide partial adjust¬ 
ment at best, at the high cost of gross impairment of function 
and social maladjustment. 

Quality of Adjustment.—Good solutions, in addition to re¬ 
lieving the tension created by specific thwarting situations, 
should result m desirable personal and social adjustment. A 
person who embezzles a large sum of money may remove his 
immediate fear of financial insecurity, but he will then be dis¬ 
turbed by his conscience and by fear of apprehension A secre¬ 
tary may obtain considerable satisfaction from candidly telling 
her exasperating employer exactly what she thinks of him, but 
the subsequent discharge would not improve her general adjust¬ 
ment The student who reacts to his lack of popularity by ag¬ 
gressive and insolent behavior, like the child who seeks attention 
by engaging in minor delinquencies, obtains some relief, but 
solutions of this nature are not conducive to complete mental 
tranquillity In brief, whether the selected tension-reducing 
activities result in favorable or unfavorable adjustment depends 
on the extent to which the individual regains his mental equi¬ 
librium without unduly slighting other motives, lowering his 
personal efldciency and standards, violating social customs, or 
interfering with the welfare of others (3). 

An example of good adjustment to a difficult situation follows. 
Some poor solutions might have been extramarital affairs, 
divorce, persuasive weeping, perpetual quarrels, or running back 
to mother. 

Two yeais after giaduating from college, Jane married a young 
physician Her husband started his practice in a small town, and for 
several years Jane was extremely busy running a home and leading an 
active social life Aftei accumulating some money, her husband de¬ 
cided to return to school and specialize in surgery He obtained an 
mterneship in a large hospital and spent almost all his time there He 
would come home only two evenings a week and on these occasions 
he would study or rest 

To economize, they had rented a small apartment, and Jane found 
that time passed veiy slowly In addition, she began to feel that she 
was unimportant to the welfare of anyone Her husband had his meals 
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at the hospital, and he seemed to do his work quite well without her 
Jane solved the situation by taking a course in nursing This kept her 
quite busy so that she no longer resented her husband’s habit of study¬ 
ing all the tune. She also felt more important in that she was prepare 
mg herself to be more helpful to him In the meantime, he had to 
consult her about their mutual plans. 
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CHAPTER III 


MENTAL MECHANISMS AND SYMPTOMS-- 

V When psychological equilibrium is threatened by severe emo¬ 
tional traumata, frustrations, or conflicts, the mind resorts to a 
variety of protective subterfuges and detours called mental 
mechanisms or dynamisms'jOrnce mental mechanisms usually 
are forms of self-decep tion, the individual is not fuUy aware of 
their presence or purpose and resents having his attention called 
to them 

These balancing devices are desirable in moderation and are 
frequently utilized by normal individuals ’ They soften failure, 
preserve inner harmony, and permit some degree of adaptation 
to distressing experiences.'^' In exaggerated form they are in¬ 
dicative of abnormality in that undue reliance on defense-escape 
mechanisms interferes with real achievement, fosters social 
maladjustment, and makes for personal unhappinessl As long 
as they are utilized for what they are—shock absorbers, strata¬ 
gems, retreats, and camouflages—they are healthy adjustive 
mechanisms, '.They are abnormal symptoms when they become 
ends in themselves or are misinterpreted and confused with 
reality.*] 

Phantasy.—Also known as daydreaming or reverie, phantasy 
is one of the most common mechanisms Almost all individuals 
daydream at some time, and two out of three college students 
admit daydreaming frequently. Although reverie occurs at all 
ages, there is some evidence that adolescence is the period of 
highest frequency, followed by childhood, old age, and adult¬ 
hood. [Daydreams reflect our wishes and frustrations, hopes and 
disappointments''' By a simple flight into phantasy we escape 
the hardships and unpleasant aspects of real life, compensate 
for some inadequacy, or gratify in our imagmation some frus¬ 
trated or distant ambition j The dreamer is usually the central 
character.! The physically handicapped person pictures him- 
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self a superathletej the lonely child creates make-believe play¬ 
mates, and the unpopular girl is surrounded with admirers^j The 
adolescent dreams of adventures, romance, and the success of 
tomorrow, and the old man relives the happy and energetic 
days of his youth In our daydreams all obstacles disappear, 
and those who offend us are punished *3 

As long as these excursions in the land of make-believe do not 
interfere with adequate functioning, they are acceptable inodes 
of adjustment They may even be of some value in that they 
provide “mental vacations” that make it possible to return to 
our difiBculties with renewed energy [ Also, the heroic content 
of dreams may act as a motive, spurring the person on to greater 
achievement. The danger lies m the fact that the dreamer may 
come to prefer the easy and empty triumphs of reverie to the 
more moderate and difhcult achievements of real life. 

Compensation.—^To oSset or make up for some feeling of in¬ 
adequacy, whether real or imagined, many individuals engage 
in various forms of compensatory activity. Compensation may 
be direct or indnect, desirable or undesirable. Direct compen¬ 
sation consists m intensive striving for success in the very field 
of inferiority, A frail youngster, through careful diet and rigor¬ 
ous exercises, may develop a robust physique; and a mediocre 
student, by long hours of study, may earn excellent grades 
When an individual attempts to counteract feelings of inferiority 
in one field by success in some other field of endeavor, he is 
engaging in indirect compensation Average students who con¬ 
centrate on becoming outstanding athletes or social successes, 
and unattractive individuals who strive to develop their intel¬ 
lect or personality, are examples of indirect compensation. 

Whether compensatory activities are desirable or not depends 
on how satisfying they are to the individual and on the effect 
they have on his social adjustment Seeking a complementary 
success m some inferior enterprise to offset failure in an im¬ 
portant field is a mild form of undesirable compensation To 
compensate for failure m college or m one’s chosen field of work 
by becoming an excellent ping-pong player, fisherman, or ama¬ 
teur photographer is a soothing but poor substitute for success 
m school or business. 
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More serious examples of undesirable compensation are indi¬ 
viduals who overcompensate for feelings of inferiority. They 
may develop a superiority complex, becoirie rude and aggressive, 
or attempt to gain attention they<t;annot obtain in approved 
fashion—^by wearing bizarre clothing, affecting peculiar man¬ 
nerisms, or adopting radical social and political ideals Much of 
the disorderly conduct of children is designed to compensate for 
lack of recognition and attention Talking out of turn, acting 
the class clown, disobeying orders, and engaging in minor de¬ 
linquencies often serve as compensatory attention-getting mech¬ 
anisms 

Margaret was a somewhat stocky and awkward student of mediocre 
mental ability In her junior year in college, she decided that she 
should take a greater interest in social alfaiis, and for a time she made 
a seiious effort to improve her appearance and mix with classmates 
of the opposite sex Her efforts, however, met with meager success, 
so she gave up her social inteiests and concentrated on her studies 
Possessing only average intelligence, she was unable to become an out- 
standmg^lstudent This double failure led to arrogant and aggressive 
behavior. She forced her attention upon otheis and frequently en¬ 
gaged in heated arguments about trivial matters with the girls in her 
dormitory Her favorite trick was to look up some topic in the en¬ 
cyclopedia and then dominate the table conversation with a recital 
of her supeiior knowledge 

Identification —In some measure, it is possible to acquire vi¬ 
cariously the many personal qualities one desires and to satisfy 
varied and contradictory ambitions by associating and identify¬ 
ing oneself with appropriate individuals and objects. Children 
identify themselves with their parents; college students with 
their team, fraternities, and schools; and adults with their clubs, 
business organizations, exclusive neighborhoods, and sleek cars. 
In so doing, they transfer to their own ego the desirable attri¬ 
butes and prestige values inherent m the person or object se¬ 
lected. Parents frequently identify themselves with their chil¬ 
dren and, with some justification, regard the achievements and 
successes of sons and daughters as personal triumphs 

Hero worship is an obvious form of identification. One strives 
to become like the hero by imitating his dress, mannerisms, ges- 
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tures, and views Books and moving pictures provide made-to- 
order vehicles for identification. In reading a book or seeing a 
film, we tend to identify ourselves with one of the characters 
and live the part. Bor the moment we are the soldier of fortune, 
the glamorous beauty, the world-renowned scientist, the clever 
detective, the Cinderella who makes good. Depending on the 
role and the extent to which we have felt ourselves in the part, 
we emerge from the story or theatre elated, sad, or exhausted 
At times the identification is so strong that the person continues 
to play the role for several hours or days later. 

Most individuals identify themselves with the hero or winner 
and thus indirectly gratify their wish for superiority. A smell 
minority, however, consistently take the part of the villain or 
underdog At prize fights, for example, there are always a few 
who wince with every blow and are figuratively beaten by the 
end of the fight Innocent men and women who confess to sen¬ 
sational crimes headlined in newspapers are more extreme ex¬ 
amples. This negative type of identification implies a need for 
punishment arising from strong guilt feelings or suppressed aso¬ 
cial inclinations that are associated with secret past misdeeds 
With mental patients, identification passes into impersonation 
Some psychotic individuals firmly believe that they are Rocke¬ 
feller, Eisenhower, or some other famous person. 

Mrs S, a housewife of limited means but high social ambitions, 
daily read each item on the society page of her local newspaper She 
knew every individual of note in her city’s four bundled, their children, 
hobbies, ^ and family background Her conversation was sprinkled 
with their names and doings. She gave the impression that she was on 
intimate terms with them Every important wedding or funeral found 
her present, and to judge from her reactions on these occasions, the 
casual observer would think that she was attending her daughter’s 
wedding or her father’s funeral 

Projection.—Attributing to and observing in others one’s own 
impulses and traits is called projection Personal faults and 
shortcomings especially are projected on others The common 
tendency of blaming others for our mistakes is a simple illustra¬ 
tion This IS an ancient device. In the garden of Eden, Adam 
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blamed Eve for his downfall and Eve blamed the snake. In in¬ 
direct fashion, this externalizing of personal defects serves to 
protect the ego against self-criticism. Offense is the best de¬ 
fense. In criticizing others for their selfishness, stupidity, and 
obstinacy, we defend ourselves agamst justified self-accusations 
of a similar nature. 

When a student constantly complains about the loose morals 
and lack of religious ideals of his associates, it may be safely 
assumed that he has some personal misgivings on these topics 
By criticizing in others faults he himself possesses, he evades the 
painful recognition of these personal failings. In addition, the 
vehemence with which he attacks their presence in others affords 
a circumspect method of self-punishment. Obviously this self- 
deception must occur below the level of consciousness to be ef¬ 
fective. Individuals who are aware of their own objectionable 
traits are less prone to project them on others (9) 

Intrafamilial conflicts are often founded on projection. The 
adulterous husband accuses his wife of similar actions, and the 
tempted wife is ever on the alert to note similar inclinations on 
the part of the husband It is not uncommon for unhappy par¬ 
ents to blame their children for their unhappiness This is espe¬ 
cially true of unwed mothers who attribute their disgrace and 
social ostracism to their illegitimate offspring. But for them, 
they would be respected members of society. Parents also pro¬ 
ject their thwarted ambitions on their children. Fathers who in 
their day were poor scholars or athletes expect their sons to 
achieve distinction m these respective fields Mothers who have 
made poor marriages sometimes utilize their daughters to fulfill 
their own ambitions for a successful marriage. 

Bagby (2) cites the case of a mother who made an imprudent 
marriage and soon was distressed and humiliated by her lack of 
social position. When her daughter was born, the mother de¬ 
veloped elaborate phantasies Her httle girl was to grow up to 
be an utterly charming person and make a brilliant marriage, 
To her great disappointment, the girl was neither pretty nor 
clever. This blasting of her hopes infuriated the mother, and 
she persecuted the child by punishing her without justification 
and calling her an ugly duckbng. As the girl approached ado- 
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lescence, her appearance improved, and the mother’s exalted 
matrimonial plans were promptly revived When the first eli¬ 
gible young man called on the girl, the mother ushered him in 
with considerable ceremony and ostensibly departed, but actually 
she concealed herself behind the curtains at the door. As soon 
as the young man left, she severely criticized her daughter’s tech¬ 
nique. Several young men called after this but the girl, knowing 
that her mother was behind the curtain, acted accordingly and 
the young men went away never to return The final outcome 
was that the girl lost what little confidence she had and developed 
an unfavorable attitude toward marriage 

Rationalization.—The true reasons for some of our actions 
are neither flattering to our sense of self-importance nor socially 
commendable To preserve self-respect and the good opinion 
of associates, most persons, without conscious intent, substitute 
"good” reasons for real reasons so that their actions may appear 
justified, logical, and socially laudable This window dressing 
of motives and actions is called ratiomhzation (5) 

It is well to note that the explanations oflfeied for our actions 
are formulated after the action has occurred, and the intensity 
with which we defend our behavior is m inverse proportion to its 
soundness. It is primarily our errors that we elaborately defend 
and explain, The young man who has engaged in some peccadillo 
justifies his action on the grounds that it was part of his educa¬ 
tion. Humiliated by the better sales record of a high school 
student, the college graduate finds consolation in the statement, 
“You have to be as dumb as your customers to be a good sales¬ 
clerk ” Rather than admit that their poor grades are due to 
limited intelligence, students attribute their low marks to lack 
of study, sickness, or lack of interest in grades. Such popular 
sayings as “slow but sure” and “beautiful but dumb” are ra¬ 
tionalizations utilized by slow learners and unattractive girls 
Actually, rapid learners remember better than slow learners, and 
beautiful girls, on the average, are brighter than unattractive 
girls 

The use of rationalization is not restricted to individuals Na¬ 
tions engaging in aggressive or belligerent actions for economic 
and pohtical exploitation often conceal their actually base mo- 
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tives behind the shining armor of “a new order of peace and 
prosperity/' “the white man’s burden,” and “a holy crusade” 
( 10 ) 

The adjustive value of rationalization is well illustrated by a 
consideration of two special types which have been facetiously 
labeled the “sour-grapes” and the “sweet-lemon” attitudes The 
sour-grapes reaction is based on the fable of the fox and the 
grapes Finding that he could not reach the luscious grapes, the 
fox consoled himself with the thought that they were sour any¬ 
way When we do not obtain what we desire, we may avoid 
the bitterness of disappointment by persuading ourselves that 
the sought object is not worth having The young man who 
fails to secure a position saves face and self-respect by proclaim¬ 
ing that he didn't really want the job The hours were too long, 
the salary too small, the work too routine, and chances of pro¬ 
motion shm The high school student whose plans for attend¬ 
ing college are frustrated may cushion his disappointment by 
stating that college is a waste of time and money The jilted 
suitor, on reconsidering, may see many faults in his former loved 
one; and the girl who fails to receive a sorority bid thinks up 
many reasons for not joining one 

The central theme of the sweet-lemon, or “Pollyanna,” atti¬ 
tude is that this is the best of all possible worlds and whatever * 
happens is all for the best The loss of a fortune is a severe blow, 
but the blow is softened by the rationalization that now the 
individual can enjoy the simpler and more important things in 
life which he formerly overlooked A broken leg is a blessing in 
disguise because it affords the victim an opportunity to catch 
up with his reading An occasional defeat or disappointment 
IS interpreted as good for it increases one’s appreciation of later 
success 

Through the magic of rationahzation, a personal defect may 
become an asset A student with large mulelike ears was at first 
sensitive about them Finally he hit upon the pleasing thought 
that the size and shape of his ears permitted him to detect small 
tone differences, an asset in music Partly on this account, he 
undertook the study of music and eventually became a successful 
teacher of singing (2), 
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Withdrawal.—^Fear of failure or criticism, based on unfor- 
tuiiate earlier experiences, is a common cause for timidity, se- 
clusiveness, and other forms of retreat In extreme instances, 
this leads to a condition Burnham (3) has called pseudo feeble¬ 
mindedness Although observed especially in children, it also 
occurs in adults. Following a pohcy of ''nothing ventured, noth¬ 
ing failed or punished for,” the pseudo feeble-minded take no 
mterest in their work, and their characteristic responses are “I 
don't know,” “That’s too hard,” or "I can’t ” Consequently, 
they acquire a reputation for being stupid when actually they 
may be of average or superior intelligence With proper en¬ 
couragement and training, they frequently show improvement. 

Selective Forgetting.—simple escape from distressing situa¬ 
tions IS to forget them. Most individuals make extensive use of 
this convenient mechanism Experimental studies have repeat¬ 
edly shown that unpleasant experiences are more readily for¬ 
gotten than pleasant ones. Appointments that slip our mind 
are usually appointments we do not wish to keep 

The deliberate and conscious ejection of discomforting im¬ 
pulses and memories from the field of attention is called suppres¬ 
sion. The involuntary or spontaneous exclusion from conscious 
awareness of thoughts and unpulses that are disturbing to the 
individual because of their painful or unmoral nature is termed 
repression. An illustration may clarify the difference between 
the two terms. Let us assume that through negligence a student 
has been responsible for a serious accident If he is periodically 
disturbed by the memory of the accident and intentionally at¬ 
tempts to force the unpleasant memory from mind by deliber¬ 
ately concentrating his attention on other matters, he is engag¬ 
ing in suppression. In the case of repression, the memory of 
the accident is “lost,” with the consequence that the student 
ceases to be consciously disturbed by the spontaneous recall of 
the accident and, in addition, cannot readily recall the experience 
even if he tries. However, repressed memories are not perma¬ 
nently forgotten. They are simply cast out of the conscious 
mind into what is figuratively referred to as the unconscious 
mind A barrier is constructed against these repressed memories 
to prevent their reentry into the field of attention However, 
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in subtle and disguised forms, the disowned memories occasion¬ 
ally manage to penetrate the field of consciousness and disturb 
mental equilibrium. 

Selective forgetting must not be confused with ordinary for¬ 
getting With the passing of time and the acquisition of new 
experiences, all memories tend to fade. Selective forgetting, as a 
protective device, refers to the deliberate or unconscious rejec¬ 
tion of emotionally charged memories from the field of attention. 
Unlike ordinary forgetting, selective forgetting does not result 
in a real loss of memory. The “forgotten” material is merely 
pushed into the background and under certain circumstances may 
be clearly remembered 

Negativism.—Stubbornness and a general negative attitude 
are frequently retaliatory reactions against unfair or discrimina¬ 
tory treatment A girl who readily admitted being a rebellious 
person stated, “When I was young, I was always blamed for the 
mischief of my five brotheis and sisters Regardless of my story, 
I was often punished for their wrongdoing I soon acquired the 
habit of not responding to my parents’ questions Gradually I 
became negativistic to any authority. I resent authority m 
others and do not work well when subordinated Any opinion 
of my parents I completely rebel against If my mother likes 
a person I date, I stop dating him, and if she likes a dress, I 
never buy it even if I like it.” 

Jack, a boy of ten, showed a similar reaction Following the 
divorce of his parents, he and his sister were placed in an aunt’s 
home. The aunt liked girls but disliked boys, and she made no 
attempt to conceal her disregard for Jack Boon he became so 
sullen and destructive that it was necessary to place him in a 
foster home. 

Pampered, egocentric children are also prone to negativistic, 
uncooperative behavior. When their wishes are thwarted, they 
become defiant and aggressive. Disobedience and temper tan¬ 
trums are common expressions In later life, these individuals, 
who suffer from an intense need to be important, often acquire a 
reputation for being strong willed They hold their colleagues 
in low esteem and are quick to ridicule When presented with 
a problem and asked their opinion, they are flattered and co- 
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operate well, but if a decision has already been reached, they 
always take an opposing view and cling stubbornly to it, regard¬ 
less of the absurdity of their arguments Their creed is, “rin 
against it unless I thought of it first." 

Sublimation. —Because of their social implications, sexual, 
maternal, aggressive, and other impulses are often denied direct 
expression. If unreleased, the energy associated with these re¬ 
pressed impulses may produce tension and personal maladjust¬ 
ment. One solution consists in draining off the thwarted energy 
into socially approved channels This detouring of energy is 
called sublimation. For example, unmarried women interested 
in children may give expression to their repressed maternal urges 
by engaging in orphanage work Individuals with strong feel¬ 
ings of hostility may seek an outlet for their aggression in vigor¬ 
ous housecleaning, woodchopping, hunting, or digging in the 
garden A cruel and destructive child may in later life trans¬ 
form his aggressiveness into socially desirable and useful activity 
by becoming a butcher 

According to psychoanalysts, frustrated sexual impulses are 
usually diverted into constructive artistic, literary, or scientific 
pursuits Dante, the famous Italian poet, provides a classical 
example. One day, while walking in the streets of Florence, he 
saw and immediately fell in love with a young girl named 
Beatrice Since she belonged to a higher social class than Dante, 
marriage was impossible. He never spoke to her and saw her 
only once for a few minutes, but this chance encounter with its 
frustrations served as the basis for several volumes of poetry 

Reality Evasion—Many of the disagreeable realities of life 
may be indirectly evaded by refusing to accept or come in con¬ 
tact with them. Painful or difficult decisions are often post¬ 
poned to a mythical tomorrow. Criticism is either ignored or 
denied. We are blind to our own defects and the failings of 
loved ones The last person to appreciate the fact that he is 
slipping m his work is the person himself Old people will rarely 
admit any decline in mental or physical ability Dull students 
have little confidence in intelligence-test results When familial 
attachments are strong, the death of one member of the f amil y 
may not be completely acknowledged by the survivors They 
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pretend that the deceased is still alive, keep his room and clothes 
in order, set a place for him at meals, and include him in their 
conversations and daily plans. A surprising number of appar¬ 
ently normal individuals react in this fashion 

Displacement.—^When the direct expression of an aroused 
emotion is inhibited, the emotion may be indirectly discharged 
by transferring it to a neutral object or idea. This transfer of 
affect from its original to an unrelated setting is called displace¬ 
ment The annoyance a man feels toward his employer may be 
displaced upon and “taken out” on his secretary or family A 
repressed fear of suicide may be transferred to a fear of knives 
or water. As a consequence of this substitution, the original in¬ 
tolerable thought of suicide is kept from consciousness and at 
the same time the disguised fear is permitted expression 

Reaction Formation —^A rather unusual method of controlling 
undesirable or socially unacceptable urges is to deny their exist¬ 
ence and to develop diametrically opposed traits that disguise 
and check the more basic motives To protest too much, as noted 
by Shakespeare, is equivalent to an admission of guilt Exces¬ 
sive prudishness is often a protective reaction against a strong 
sex drive Individuals who have succeeded m repressing dis¬ 
honest or criminal tendencies m themselves are often the most 
cruel and exacting enforcers of law. The relentlessness with 
which they prosecute criminals is roughly proportional to the 
intensity of their own asocial drives. Excessive solicitude for a 
person’s health may conceal a wish for his death Mothers who 
are continually worried over the health of children often express 
their underlying hatred by punishing them in many subtle ways 
The child must always take bad-tasting medicine, must only eat 
certain foods, must stay indoors even on pleasant days, must 
not play with other children or attend a circus because he might 
catch some disease 

The most rabid teetotalers either are reformed drunkards or 
are related to alcoholics Their militant interference with the 
dunking habits of strangers indicates some personal conflict on 
the subject It is a well-known fact that crusaders against vice 
are themselves often guilty of the very actions they condemn in 
others. A double purpose is served by their intense interest in 
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vice. As self-appointed censors of public morals, it is their 
“duty” to read obscene literature and attend burlesque shows. 
Somerset Maugham in Ram has given an excellent example of 
reaction formation m his portrayal of the missionary On the 
other hand, reaction formations may have social value. Ex¬ 
cessive cruelty may be transformed to kindness, and destructive 
tendencies may be redirected along constructive lines 

Carry Nation, of hatchet fame, who violently attacked alcohol, nico¬ 
tine, kissing, ladies’ fashions, and the Masons, was not above reproach 
m her own personal life prior to her blossoming forth as champion of 
morals and virtue As a child, she was untruthful, sly, and dishonest 
She frequently lied and, on visits to her relatives, stole anything that 
appealed to her, including money, perfume, and laces. In addition, 
she was stubborn and disobedient 

When nineteen, she cairied on a clandestine courtship with a young 
physician, Dr. Gloyd, and although her parents objected to the match, 
she married him. Her husband appeared at the wedding ceremony in 
an intoxicated state and, after their marriage, was not only a confirmed 
alcoholic and a smoker but a cold and neglectful lover as well His 
practice dwindled to nothing, and Carry Nation was often seen scurry¬ 
ing through the streets at night searching for her drunken husband, 
who had taken refuge in the Masonic lodge, where no woman was per¬ 
mitted to enter Although still very much m love with her husband. 
Carry Nation returned to her parents’ home, and a short time later 
her husband died a drunkard's death His death was her explanation 
for subsequent saloon smashings 

Unable to support herself, she looked about for a second husband 
and eventually married Mr Nation This marriage also was unsuc¬ 
cessful as far as romance was concerned She often said that her 
bitterest sorrows came from not having the love of a husband Her 
second husband divorced her on the grounds of desertion [Condensed 
from Asbury (1).] 


MENTAL SYMPTOMS 

Because of constitutional limitations or neuro-physiological 
defects, some individuals are mcapable of orderly and effective 
adjustments. Their attack upon life problems is chaotic, im¬ 
pulsive, and inadequate. To secure some degree of inner har- 
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mony, they resort to radical protective or escape expedients, 
including delusions, hallucinations, regression, psychological in¬ 
validism, loss of memory, and other abnormal reactions These 
neurotic and psychotic symptoms may be regarded as exagger¬ 
ated mental mechanisms that have gotten out of control Phan¬ 
tasies and rationalization have become delusions; identification 
has passed into impersonation; projections have developed into 
hallucinations and ideas of persecution, selective forgetting has 
grown into amnesia, simple withdrawal has given way to mut¬ 
ism and general inaccessibility, negativism has been greatly in¬ 
tensified; and reality evasion has been rendered superfluous by a 
severing of the bonds linking the individual with the external 
world. 

Delusions.—According to White (11), delusions have three 
main characteristics. 

1. They are bizarre beliefs that are obviously untrue and im¬ 
probable 

2 They are subjectively determined beliefs that do not origi¬ 
nate in experience and hence cannot be corrected by persuasion, 
facts, or appeal to reason 

3. They are out of harmony with the individual’s education 
and surroundings 

Delusions are created and clung to because they serve some 
useful purpose They are disguised wish formations designed 
to satisfy inner needs. They may be fixed or changeable, sys¬ 
tematically and logically elaborated, or disorganized and inco¬ 
herent On the basis of content, delusions may be classified into 
four types, of which delusions of persecution are the most com¬ 
mon The patient imagines that his enemies are following 
him, spreading malicious lies concerning him, poisoning his food, 
and in many other ways taking unfair advantage of him. 
Ideas of reference often supplement delusions of persecution 
Patients suffering from ideas of reference read hidden meaning 
in and assign personal significance to incidental occurrences. 
Thus if a patient notices two strangers conversing, he imagines 
they are talking about him A cough or the backfirmg of a car 
IS a signal to him, an accidental glance is a meaningful glare, 
and a casual comment is a personal insult Ideas of pCTsecution 
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are largely projections. The unsought but willing girl com¬ 
plains to the police that men follow her, and the unsuccessful 
man blames enemies for his failure. 

Delusions 0 / grandeur are thinly veiled attempts at compensa¬ 
tion for feelings of insecurity or inadequacy. By a twist of the 
imnd, the individual becomes a millionaire, the ruler of the 
univeise, or a great personage endowed with divine powers 
Sometimes the expansive ideas are expressed in quaint fashion. 
A middle-aged gentleman dreaded dying because with his death 
the world would end 

Selj-condemnatory delusions generally reflect a need for pun¬ 
ishment. Ideas of poverty, unworthiness, and sm are common 
The patient has committed some unpardonable crime; he is a 
brainless idiot and deseives to be deserted by God and man He 
entreats his associates to starve him to death or chop off his head. 
That failing, he may attempt to take his own life 

Hypochondriacal delusions aie concerned with an excessive 
preoccupation with imaginary physical or mental diseases Even 
in the presence of contradictory evidence, there are persistent 
complaints of incurable ailments such as cancer or tuberculosis 
Some patients state that their brain is wasting away, their stom¬ 
ach IS gone, their blood is turning to water, or their bones are 
becoming fragile. Fear of gomg insane, losing one's mind, or 
undergoing a change in personality are common symptoms m 
borderline cases. Hypochondriasis is usually interpreted as an 
escape from life difficulties by a flight into disease It is also a 
convenient method of rationalizing threatening defeat or lack 
of achievement In some cases an element of self-punishment 
is discernible 

Hallucinations.— Hallucinations are sensory perceptions in 
the absence of any corresponding external sensory stimuli When 
a person hallucinates, he hears nonexistent sounds, sees nonexist¬ 
ent objects, smells nonexistent odors, tastes nonexistent sub¬ 
stances, or feels nonexistent stimuh. Strictly speaking, dreams 
are hallucinations, since persons and things perceived while 
asleep have no factual basis For practical purposes, however, 
the use of the term “hallucination” is restricted to imaginary 
perceptions experienced in the waking state 
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Hallucinations must not be confused with illusions, which are 
inaccurate perceptions of existing sensory stimuli. Misinter¬ 
preting the rustle of leaves for human voices or the sight of a 
twisted branch for a snake are illusions By contrast, hearing 
the voice of God when no physical sound is objectively detect¬ 
able, or seeing pink elephants charging you when no objects 
even faintly resembling elephants are near, are hallucinatory 
experiences. 

Hallucinations are not necessarily indicative of abnormality 
Normal individuals reared m cultures that encourage hallucina¬ 
tions as part of their religion may actually see or hear their 
deities. In our own culture, it is not uncommon for a healthy 
person to have a fleeting hallucination of hearing the telephone 
ring or a voice calling his name. These experiences, which occur 
especially in moments of anxiety or keen expectation, are ap¬ 
preciated by normal people for what they are—tricks of the 
imagination and wish fulfillments. For an hallucinatory experi¬ 
ence to be pathological, it must be characterized by the same 
attributes noted for delusions The content of the hallucination 
must be highly improbable to the point of being bizarre, and the 
person must stubbornly believe in the reality of the hallucinatory 
experience even when presented with more reasonable alterna¬ 
tive explanations. Finally, the person reporting imaginary per¬ 
ceptions must be a member of a cultural group that does not 
encourage or regard hallucinations as natural phenomena. 

Depending on the sense modality affected, hallucinations are 
classified as auditory, visual, gustatory, kinesthetic, or olfactory. 
Auditory hallucinations are by far the most common. The qual¬ 
ity of the experience may be intense or moderate, clear or con¬ 
fused, familiar or strange. The patient’s reaction to his halluci¬ 
nations may be one of indifference, amusement, rage, or terror 
The voices may be automatically obeyed, ignored, or fought 
against. More often than not, the content is unpleasant. Para¬ 
noid patients, for example, hear the threatening voices of their 
“enemies,” see leering faces at their windows, feel electricity 
shooting through their bodies, smell bad odors in their rooms, 
and taste poison m their food. Occasionally the hallucinations 
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are agreeable. The patient hears voices saying nice things about 
him and sees delightful visions 

Hallucinations are independent of the intactness of the sense 
organs as well as of external stimuli Rosanoff (8) has noted 
that completely deaf patients have no difficulty in clearly hear¬ 
ing imaginary voices. The images, sensations, and voices must, 
therefore, originate within the patient’s own mind. In cases of 
toxic and organic cerebral injuries, the hallucinations may be 
interpreted as the result of stimulation of the specific brain cen¬ 
ters that mediate sensory experiences This physiological ex¬ 
planation does not have wide application in psychopathology, 
since most mental patients affected with hallucinations fail to 
exhibit any evidence of gross brain pathology. 

Interpretation —^The psychogenic interpretation is that hal¬ 
lucinations are attempts at adjustment by projection Wishes, 
conflicts, guilt feelings, and impulses that are a source of disturb¬ 
ance to the individual are projected outside of the self. True, 
the individual is not freed of them by this maneuver, since they 
return disguised as hallucinations; but, because they are now 
externalized, the individual is m a better position to tolerate, 
encourage, or fight against them Thus a need for ego enhance¬ 
ment is more thoroughly satisfied if God or some person other 
than the self is the flatterer A personal admission of immorality 
is incontestable and damaging to the ego, but an hallucinated 
accusation of identical nature can be vehemently denied Noyes 
(7, p 98) has illustrated this homeostatic aspect of hallucinations 
with reference to a particular case 

These projected images, which the patient aceepts as reality, may 
express wish fulfillment, enhancement of self-esteem, defensive efforts, 
criticism, censure, sclf-pumshment, the satisfaction of repressed and 
rejected impulses, a sense of guilt, and other psychological needs and 
situations. The way in which escape from a harsh and unsatisfying 
reality may be secured through projected image symbols is illustrated 
in the experience of a woman whose natural biological tendencies had 
been frustrated and who, because of personality inadequacies, had 
found economic and other social adjustments too great a burden 

One day as she w as sitting on the bank of the Potomac River, pre¬ 
occupied with her problems and hoping for some means of satisfactory 
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escape from them, she heard the voice of a former lover who had ceased 
Ins attentions as her personality hmitations had become more appar¬ 
ent. In this thwarted and distressing state of affairs, she received 
from the old admiier a message pointing the way to an enchanting 
fulfillment of her fondest hopes Although she could not see him, the 
patient heard the lover direct her to jump into the water, from which 
he promised to rescue her, and row to Norfolk, from which port they 
would sail to Egypt, there to occupy a beautiful castle So convinced 
by the vividness of the message that leality was ignored, the woman 
threw herself into the water, where she would have perished except 
for some chance passers 

Regression.—Many normal adults, burdened with age and 
responsibilities, frequently yearn for the “good old days” of their 
childhood and youth when life was exciting, pleasant, and care¬ 
free; but apart from some wishful thinking on the subject, or a 
visit to old haunts, they make no serious attempt to return to the 
past. A few Peter Pans attempt to evade the disappointments 
and difficulties of advancing age by remaining perennial youths 
Although not conducive to good adjustment, such behavior also 
IS not necessarily indicative of abnormality But when an adult 
escapes current difficulties by regressing to an infantile stage in 
spirit and conduct, he becomes an abnormal person 

This ontogenetic retreat is quite understandable. Childhood 
is the period of unlimited affection, security, and omnipotence 
The slightest whims are satisfied and all attention is centered 
upon the child. As he grows older, however, the child forfeits 
the easy admiration and devoted services of his family and must 
compete with others for affection and success Independent of 
parental intervention and protection, he must learn to take the 
hard knocks of life and accept responsibilities and defeat Well- 
integrated and wholesome personalities enjoy this struggle with 
reality, but when the going gets too rough, the constitutionally 
less fit give up and regress to the sheltered and simple life of 
infancy. 

The following description of a twenty-two-year-old man is an 
abbreviated account of a case reported by McDougall (6) 

When I saw him shortly after his arrival m the ward, he was in a 
completely childish condition, He sat in bed alert and lively, like a 
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young child taking a keen interest in his new surroundings He showed 
no trace of comprehension of spoken or written language and uttered 
no sounds other than “Oh sis-sis-sis.” Given a pencil, he made no 
attempt to write, and he seemed to have little or no understanding 
of the use of ordinary utensils, most of which he examined with 
mmgled expressions of curiosity and timidity 

All his motor functions seemed to bo intact, save that when put on 
his feet, he walked jerkily, with short, hurried steps, the feet planted 
widely apart As soon as allowed to do so, he slipped down upon the 
floor and crawled about with the aid of his hands, as some young 
children prefer to crawl He could not easily be induced to obey 
simple commands conveyed by gesture, such as to put out the tongue, 
seeming to fail to grasp the nature of the command He displayed 
no interest in letters and photographs of his relatives and fi lends 
which we found m his pockets He could not or would not feed him¬ 
self, and was fed with a spoon by the nurse, who, he insisted by ges¬ 
ture, had to taste each spoonful before he would take it, quite in the 
manner of some “spoiled” infants He quickly adopted and became 
very devoted to a small doll kept as a mascot by a neighbor in the 
ward. Physical examination showed no abnormality beyond an occa¬ 
sional slight tremor of all limbs The expression on his face con¬ 
sistently conformed to the rest of his behavior. It seemed at this 
time as though he had completely lost all the knowledge, under¬ 
standing, and motor facilities that he had acquired since the age of 
some twelve or eighteen months; and that he had reverted to the 
mode of life, bodily and mental, which is normal to a child of some 
fifteen months of age. 

Regressive behavior is not a conscious act the patient puts on. 
The performance is too real On the other hand, the loss of 
function is not so complete as it appears on the surface. Al¬ 
though McDougall’s patient crawled like a baby, he swam like 
an expert, and he smoked a cigarette when it was offered to him 
Function is suspended rather than lost In time, some regressed 
cases regain complete adult status 

Psychological Ailments.—There are several advantages m 
being ill. The sick are freed of all personal responsibilities and 
unpleasant duties. Friends shower them with attention, sym¬ 
pathy, flowers, and gifts. Withm their own family they are 
privileged characters. The household routine is adapted to their 
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wishes, and the activities and welfare of other members of the 
family are sacrificed m their behalf Under usual circumstances, 
the advantages of bemg well far outweigh these benefits, so that 
we resent being ill or incapacitated There are times, however, 
when some ailment provides a simple solution to our problems 
For the student who has failed to prepare for an examination, 
the housewife who dislikes her domestic chores, the businessman 
harassed by financial cares, or the soldier who fears the dangers 
of war, a flight into disease presents a tempting and socially ac¬ 
ceptable mode of escape 

Of course, one cannot consciously fake a disease and retain 
the good opinion of associates and, what is perhaps more im¬ 
portant, preserve one’s self-esteem. A malingerer is a coward 
despised by himself and others. The wished-for ailment must 
overtake the individual unwittingly. Normal individuals find 
it difficult to deceive themselves in this simple fashion, but the 
less stable manage with equanimity to develop psychological 
aches and pains, paralysis, heart attacks, and gastrointestinal 
disturbances 

In addition to their attention-getting and escape value, psy¬ 
chological ailments in the hands of neurotic people are powerful 
weapons for dominating the social environment. Selfish parents 
frequently control the behavior of their children by weU-timed 
headaches and fainting spells Young men and women are fre¬ 
quently prevented from going away to college or getting married 
because their mothers or fathers have an attack, or develop some 
baffling disease whenever the children are on the point of leaving 
home. Children, m turn, utilize the same devices for their own 
ends. 

A young widow, with a threc-year-old son to take care of and no 
means of support, entered into an arrangement with a fiiend whereby 
she offeied to take care of this friend’s children and assist in the house- 
woik in return for loom and boaid for heiself and child The house¬ 
hold was large and there was a great deal of work, much more than 
the widow cared to do She had no time for herself, and although she 
had suggested the arrangement, she resented the fact that she had to 
do all the heavy woik. After several months, the woman developed 
a stiffness in her right arm which persisted for months in spite of all 
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medical attention She continued to be as helpful in the home as was 
possible under the circumstances, but the friend had to do the dishes, 
the ironing, and the washing. 

Memory Disorders.—Memory losses in excess of normal for¬ 
getting are included under the general heading of amnesia 
There are two types of amnesia, organic and psychogenic. Mem¬ 
ory losses resulting from actual damage to the brain are organic, 
and those identified with emotional trauma in the absence of 
cortical destruction are psychogenic. A distinction is sometimes 
made between retrograde and anterograde amnesia The former 
term refers to loss of memory for material antedating, and the 
latter for experiences following, the occurrence of the brain pa¬ 
thology or the emotional disturbance 

Head injuries and cerebral destruction due to toxins, and the 
degenerative brain changes associated with aging, are the princi¬ 
pal causes of organic amnesia. Hollowing head injuries, the 
amnesia may be limited to events immediately before or after 
the injury The disturbed state of the brain prevents adequate 
registration of impressions, and the memories are unrecallable 
because they have never been fixated 

Brain pathology due to toxins and old age generally results m 
diffuse memory losses affecting primarily the more recent mem¬ 
ories. In addition, the capacity to acquire and retain new mem¬ 
ories is generally seriously impaired Some patients compensate 
for their inability to recall recent events by filling m their 
memory gaps with fictitious incidents that are accepted as actual 
occurrences. This is known as confabulation 

Psychogenic amnesia is precipitated by some intense emotional 
experience, for example the death of a loved one, financial re¬ 
verses, or exposure to some terrifying or shameful event. The 
memory loss tends to be selective Memories occurring over a 
period of time are not all indiscriminately wiped out as m organic 
amnesia Details associated with the emotional trauma are 
especially forgotten The purpose of the amnesia is to exclude 
painful or guilt-laden memones from consciousness. Thus a 
woman may remember her social and vocational history but 
completely forget all details associated with her marital life, or 
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a man may have a clear memory of his past except for an auto¬ 
mobile trip that ended in disaster Here it is not a question of 
inadequate cortical impression or cerebral decay The experience 
is all too well embedded It is not lost but merely misplaced 
Because of psychological inhibition, the memories are unrecall- 
able, but somewhere in the recesses of the mind they are still 
intact 

That the memories are not really lost is proven by the fact 
that they may be recalled by free association, hypnosis, and other 
special procedures. Psychogenic amnesia protects the ego and 
makes for mental harmony as long as the unpleasant memories 
eliminated from the stream of consciousness are weak and dor¬ 
mant They constitute important sources of conflict and neu¬ 
roses when they are strong and active and threaten to penetrate 
the wall of inhibition erected against them, or when they set 
up an independent existence of their own, leading to a dissocia¬ 
tion of the personality 

Emotional Disorders.—^The emotional reactions of the men¬ 
tally ill, like those of normal people, are intimately associated 
with their needs, conflicts, frustrations, and adjustments It is 
more difficult, however, to interpret the affective life of the neu¬ 
rotic and psychotic, because the underlying motives that precipi¬ 
tate emotional responses are often buried in the unconscious 
Some of the main affective disturbances observed in mental pa¬ 
tients are anxiety, euphoria, depression, and apathy. 

Ranging from mild apprehension to acute panic, anxiety re¬ 
actions are marked by tension, restlessness, tremor, rapid pulse, 
palpitation, nausea, and profuse perspiration The feeling tone 
IS one of vague impending calamity A widely accepted concept 
of anxiety is that it is an admission of weakness and insecurity 
(4) Anxiety results when the individual is confronted with 
tasks and responsibihties that are beyond his capacity; is har¬ 
assed by a stern conscience, or is faced with a threatened break¬ 
through of disowned impulses that have been repressed because 
of their immoral or antisocial nature. The biological purpose of 
anxiety, which is essentially a form of persistent fear, is to mobi¬ 
lize the resources of the body for flight or defense; but since the 
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forces threatening the anxiety patient are part of himself and 
hence inescapable, anxiety reactions have httle adjustment value 

Euphoria is an optimistic state of general well-being. Some¬ 
what allied moods are exaltation and ecstasy. Exaltation con¬ 
sists of elation plus an element of grandeur. Ecstasy is more of 
a spiritual emotion marked by entrancing rapture. These re¬ 
actions are pathological because they are out of keeping with 
the patient’s actual circumstances, which may offer more grounds 
for sorrow than joy. Some patients go to the other extreme and 
are depressed and crushed with feelings of remorse and guilt 
As in euphoria, there is nothing m the patient’s recent life to 
justify his emotional state. A possible explanation is that these 
expressions of happiness and sorrow satisfy and are in accord 
with the inner life of the patient. 

Apathy is more than an absence of emotion. It is a positive 
attitude of indifference toward all experiences and situations. 
Events that normally evoke joy, grief, shame, or sympathy have 
no effect upon the apathetic patient. Apathy serves as an ef¬ 
fective insulator against an uncongenial world and in certain 
cases may be a passive act of defiance or scorn. 

Toxic-organic Reactions.—Cerebral disturbances produced by 
toxins or destruction of brain tissue may give rise to a variety of 
symptoms that have only incidental psychodynamic significance 
Their protective or tension-release value is slight. Some of the 
more common reactions are confusion, clouding of consciousness, 
restlessness, emotional instability, stupor, and disorientation 
Disorientation is essentially a memory disorder and consists in 
an mabihty to orient oneself with respect to time, place, or per¬ 
son. A completely disoriented patient does not know the ap¬ 
proximate year, has no appreciation of his surroundings, and 
does not know who he is. 

Insight.—^With rare exception, psychotic individuals have lit¬ 
tle or no appreciation of their mental state They do not realize 
that they are insane Either they are unconcerned about their 
mental status or they maintain that they are of sound mind 
The protective value of this absence of insight is obvious. To be 
psychotic and not know it is a blessing, but to be consciously 
aware of one's insanity is to suffer acutely. 
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CHAPTER IV 


GENERAL CAUSES OF ABNORMAL BEHAVIOR 

The causes of abnormal behavior are complex, and it is not 
always possible to isolate and evaluate the multiple factors in¬ 
volved Some of the difficulties are listed below. 

1 There are many varieties of mental deficiencies, psycho¬ 
neuroses, psychoses, and antisocial personalities, and each variety 
tends to have an independent etiology. It is not a question of 
what IS the cause of mental deficiency, psychoneurosis, psychosis, 
and antisocial behavior, but rather what is the cause of each 
specific clinical type included under these general headings. 

2 Psychological disorders are usually due to the interaction 
of two or more agents It is frequently difficult to ascertain the 
relative importance of each contributory factor. In almost all 
forms of hereditary diseases, some account must be taken of en¬ 
vironmental influences; and the inherent resistance level of the 
organism is a complicating factor in all diseases of physiochemi- 
cal or environmental origin 

3. The same symptom patterns may arise from a variety of 
different causes. Even when it is known that certain factors 
are responsible for a specific type of psychological disorder, it 
docs not follow that these factors are always present in the same 
degree in all patients exhibiting similar symptoms 

4 The symptoms of the abnormal are not always tailored to fit 
standard disease entities Often it is difficult to arrive at a 
definite diagnosis, and errors are quite common. These errors 
naturally complicate the task of evaluating the causes of specific 
diseases 


HEREDITY 

Heredity is the enigma of psychopathology Its importance 
IS usually either exaggerated or underestimated. Almost every 
form of psychological deviation has been attributed by some 
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writers to hereditary causes and by others to nonhereditary ones, 
Experimental data with respect to individual diseases are re¬ 
ported in subsequent chapters. A sum mary of these findings 
indicates that approximately three-fo urths ol rn^tal defectives 
rf"i ('-'’.'111 ■■ I' ■lii-d-(iwe their condition mainly 

:<) ■ 1 , .1 . ii‘I 11 ' iii\ Ibi.-iii^ - contributory factor in an 

additional 16 per cent of psychoses, in many psychoneuroses, and 
in some cases of chronic antisocial or criminal behavior It is 
relatively unimportant in juvenile delinquency and in most in¬ 
stances of mild or occasional crmunality. 

What Is Inherited.—One never inherits nervousness, anxiety, 
delusions, excitability, hallucmations, antisocial tendencies, con¬ 
vulsions, depressive states, urge to drink, or defective intelli¬ 
gence. Ah. that one inherits are genes, which are submicroscopic 
chemical units that in some unknown way control the develop¬ 
ment of the nervous system and other parts of the body The 
quality of the organs and tissues inherited in turn influences 
behavior potentialities, since in the final analysis all psycho¬ 
logical reactions have a physiological foundation 

The final effect of any given set of genes is in no way absolute 
A person who inherits genes that produce physiological structures 
favoiing the development of some form of psychological abnor¬ 
mality is not necessarily destmed to develop that abnormality. 
With such a hereditary handicap it wiU be easy for him to de¬ 
velop that disease, but whether he actually does or not will de¬ 
pend on the interaction of other genes and the external environ¬ 
ment Tuberculosis, for example, is a hereditary disease. A 
person who has inherited genes that produce a favorable physio- 
chemical basis for developing tuberculosis will probably develop 
the disease if he is exposed to the tubercle bacillus; but if he 
avoids infection, he will not develop it. Diabetes is also a 
hereditary disease, but a person who inherits the predisposition 
to the disease may avoid developing overt symptoms by insuhn 
medication 

In the field of psychological medicine the same situation pre¬ 
vails. A person who inherits a predisposition to a mental dis¬ 
order runs a high risk of developing the disease, but if he is 
reared m a protected and simple environment, he may never 
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exhibit overt symptoms. Similarly, a person who inherits genes 
that predispose him to have convulsions may avoid having at¬ 
tacks, or decrease their frequency, through suitable medication. 

Where the controlling agent of some hereditary disease is 
unknown, however, it may be virtually impossible to prevent the 
appearance of symptoms Thus a child who inherits genes that 
favor the development of mental and physical characteristics 
associated with certain forms of mental deficiency will probably 
show these traits, not because they are inevitable but because 
preventive or curative measures have not yet been discovered 

Genetic Principles.—A person’s heredity is sealed at the mo¬ 
ment of conception, when the male sex cell, or sperm, penetrates 
the female sex cell, or ovum The ovum and sperm each contain 
24 chromosomes, and their union provides the fertilized egg with 
24 pairs of chromosomes 

The billions of cells that make up the human organism at 
birth are derived from the repeated division and redivision of 
the initial fertilized cell. Located in linear order in the chromo¬ 
somes, like beads on a string, are the genes, which are directly 
responsible for the transmission of inherited characteristics An 
important quality of genes is that each maintains its integrity, 
particular constitution and properties in unaltered form from 
one generation to the next. They are in no way affected by 
the life experiences of their temporary host. Traits, skills, and 
diseases that are acquired by the parent do not modify the genes 
he passes on to his children. 

Like chromosomes, genes occur in pairs. For every gene pres¬ 
ent in the chromosomes released by the male sex cell, there is a 
corresponding gene present in the paired chromosome contributed 
by the female sex cell. Thus if a specific gene has to do with 
eye color, the gene located in the same position on the paired 
chromosome also is concerned with eye color. This double in¬ 
heritance creates an important biological problem. Assuming 
that a child inherits genes that produce blue-eyedness from the 
mother and genes that produce brown-eyedness from the father, 
what will be the eye color of the child? 

Gregor Mendel, the father of genetics, offered a simple solu¬ 
tion on the basis of his theory of dominant and recessive factors 
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Experimenting with peas in the garden of an Austrian mon¬ 
astery, Mendel noted that when yellow peas were crossed with 
green peas, all the first-generation peas were yellow. When the 
first-generation peas were crossed with each other, green peas 
reappeared in the second generation in the ratio of one green to 
three yellow peas. Mendel’s findings, interpreted in terms of 
present-day knowledge, meant that the color-producing genes of 
the yellow peas, which may be indicated by the symbol DD, 
were dominant and held in check the recessive rr genes of the 
green peas In crossing pure DD yellow peas with pure rr green 
peas, each of the D genes of the yellow peas was paired by 
chance with one of the r genes of the green peas, so that the 
first-generation peas had a hybrid Dr composition For pur¬ 
poses of distinction, pure DD or rr gene pairs are called horm- 
zygoteA. and hybrid Dr pairs are referred to as heterozygotes 
On recrossing heterozygotic Dr peas with each other, one-fourth 
of the second-generation peas had an rr combination and were 
green, one-fourth had a DD combination and were yellow, and 
one-hah were Dr and also yellow. 

In the case of eye color, brown eyes tend to be dominant 
over blue eyes When one parent is brown-eyed (homozygous) 
and the other is blue-eyed, the first-generation children are 
usually, but not always, brown-eyed. If the brown-eyed par¬ 
ent is heterozygous, resulting in a Dr X rr mating, one-half of 
the children, having Dr genes, should be brown-eyed, and the 
other half, with rr genes, should be blue-eyed. Actually, these 
ratios are rarely obtained. 

One explanation that has been offered to account for excep¬ 
tions to the Mendelian pattern is that some genes are only par¬ 
tially dominant or partially recessive A second and perhaps 
more significant explanation is that although individual genes 
may play key roles in the production of certain inherited traits 
and defects, they do not exercise complete control It has been 
experimentally demonstrated that each gene affects several 
traits, and every trait depends on the interaction of many 
genes whose combined mfluences are not always predictable on 
the basis of simple Mendelian ratios 
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Application to Psychopathology.—With a few exceptions, 
hereditary forms of psychological deviations are of the reces¬ 
sive type One important advantage of this fact is that the 
incidence of hereditary defects is much lower than it otherwise 
would be. If a disease were transmitted by dominant genes, 
the parent having such genes and a substantial number of his 
children would be affected even if the corresponding genes of 
the other parent were perfectly normal On the other hand, 
if a disease were transmitted by recessive genes, the parents 
would not be affected, and the children would be affected only 
if they received defective genes from both their parents and 
these genes were located in identical positions on paired chro¬ 
mosomes (11). Should the defective genes be located m dif¬ 
ferent positions on the chromosomes of the two parents, the 
defective genes inherited by the child from one parent would 
be paired with dominant normal genes from the other parent, 
and no abnormality would be noted in any of the children. 

A child who receives defective paired genes from both parents 
runs a high risk, but he is not definitely destined to develop the 
disease in question The reason for this is that the penetrance 
or manifestation rate of genes is far short of 100 per cent. In 
a substantial number of cases the latent predisposition is held 
in check by various biological and environmental influences 

A disadvantage associated with having a disease transmitted 
by recessive genes is that the difi&culty of eliminating it by 
eugenic measures is greatly increased Because of recessive de¬ 
fective genes, it is possible for parents who are themselves ap¬ 
parently normal to have feeble-minded, mentally diseased, or 
otherwise defective children Actually, most hereditary diseases 
are transmitted in this fashion The great majority of children 
suffering from hereditary forms of psychological disorders have 
normal parents who are heterozygotic carriers of defective 
genes. 

Methods of Investigation.—^The evidence in support of 
heredity as the cause of certain forms of psychological disorders 
is based on family investigations and twin studies The former 
method, which is more common, consists of ascertaining the 
incidence of a particular disease among the close relatives of 
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patients If heredity is important, one should find that the 
disease in question is more prevalent among the relatives of 
affected persons than m the general population, and more com¬ 
mon among close relatives such as brothers, sisters, and children 
than among more distant relatives such as nephews, nieces, and 
grandchildren However, except in lare instances, one should 
not expect to find more than a small proportion of the members 
of a family group to be affected, since each member, with the 
exception of identical twins, receives a different combination of 
genes and hence differs in his susceptibility to hereditary defects. 

Twin Studies —The importance of twins for studies in hered¬ 
ity rests upon the fact that there are two kinds of twins, identi¬ 
cal and fraternal Identical, or monozygotic, twins result from 
the fertilization of one ovum by a single sperm The single 
fertihzed cell subsequently divides into two duplicate parts and 
each part becomes a separate individual Since identical twins 
have identical genes, they closely resemble each other with re¬ 
spect to physical and mental traits and are always of the same 
sex Fraternal, or dizygotic, twins result from the fertilization 
of two distinct ova by two different sperms. Fraternal twins are 
siblings who happen to be born at the same time. They have 
dissimilar sets of genes, may differ greatly in physical and men¬ 
tal traits, and may be of the same or opposite sex. 

In hereditary studies based on twins, the procedure consists in 
locating a large number of unselected twins who have a particu¬ 
lar disease and then determining whether the co-twin of each 
pair is similarly affected and whether the twin pairs are of the 
fraternal or identical type If a significantly higher percentage 
of identical than of fraternal twin pairs are both affected by the 
same disease, heredity is probably an important factor; but if 
the disease is as prevalent among the co-twins of fraternal as of 
identical pairs, heredity is unimportant One limitation of twin 
studies is the difficulty of determining whether a particular set 
of like-sexed twins are of the fraternal or identical variety. There 
is no infallible test, and errors in classification are not uncom¬ 
mon. Since twin investigations are usually based on a small 
number of cases, the incorrect clarification of a few pairs may 
result in erroneous conclusions. 
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CONSTITUTIONAL FACTORS 

Definition,—A r generally u sed in psych iatry, the term consti¬ 
tution refers to tfm total bio logic al assets and liabilities of an 
indivi^ua,!, whether innate or accLuired, tibat determine his re¬ 
active potratialities and.his resisteruifi-jor.susceptibility to dis¬ 
ease Included under this heading are the more stable compo¬ 
nents of the individual’s make-up, for example his bodily build, 
sex, and temperament, as contrasted with his social attitudes, 
habits, and other more changeable components .Constitution is 
mainly determined by heredity and endocrine function, but it is 
by no means fixed and mialterable. It is subject to modification 
by age and environmental factors, especially those that affect 
the physiology of the individual, such as diet and physical 
disease. 

Physique and Personality —^The mtriguing game of classify¬ 
ing people into physical types and predicting personality on the 
basis of bodily traits antedates Hippocrates About every half 
century it is “discovered” that individuals fall into certain phys¬ 
ical categories and that there exists a close affinity between 
physique and personality For a tune, each new theory is en¬ 
thusiastically received. Gradually it is discredited, but above 
the death knell of the rejected theory rises the birth cry of the 
succeeding theory, which is hailed as “original and penetrating ” 
This, too, is granted its hour of triumph and then discarded un¬ 
til again revived in new verbal dress a few years later (20) 

The repeated rejection and rebirth of the doctrine of physical 
types suggests that there is some foundation for it, but the 
foundation is shaky and will not bear too close investigation 
In a very general way it is possible to classify many individuals 
as to whether they are primarily of the long-thin, short-stocky, 
or athletic-muscular build However, this is obviously a rough 
classification since most individuals do not fit well into any 
of these groups, and even those who do so may differ greatly 
from others placed in the same category. Human physiques 
are not turned out from a few standard molds Actually, they 
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are infinitely varied, and in a strict sense there are as many 
types as there are individuals 

This IS only one weakness of the doctrine. When the propo¬ 
nents of type theories assign specific psychological attributes to 
various physical builds, they are really in deep water; for in¬ 
dividual differences with respect to psychological characteris¬ 
tics are even more marked than for physical traits In addi¬ 
tion, there is no scientific basis for assuming that physique and 
personality are intrinsically correlated Long-thin or short- 
stocky individuals may have a wide variety of personalities, but 
heie again there is a kernel of truth in that the same hereditary 
factors which determine bodily build also contribute to the 
temperament or prevailing emotional tempo of the individual. 

Since attitudes and social adjustments are in part affected by 
physique and temperament, a case might be made for the the¬ 
ory that persons having similai physiques and temperaments 
tend to have similar life expenences and hence might be ex¬ 
pected to develop similar personalities Thus individuals en¬ 
dowed with thin, frail physiques and limited energies may be 
severely handicapped in then social relations As a result of 
the interaction of their biological inadequacies and unfavorable 
social experiences, they may develop into quiet, sensitive in¬ 
dividuals who are more interested in daydi earns than m the 
reahties of life Conversely, individuals gifted with sturdy, 
attractive physiques and unlimited energy may, as a conse¬ 
quence of favorable social experiences, develop into good- 
natured, outgoing, enthusiastic realists 

Kretschmer’s Classifica tio n.—Current interest in constitu¬ 
tional types is largely due to the brilliant writings of Kretschmer 
(15). According to this German psychiatrist, there are four 
main physical types— asthenic, athletic, and dysp lash c 
Pyknic individuals have robust, well-rounded figures with a tend¬ 
ency toward shortness and stoutness Trunk and body cavities 
are large. Chest and shoulders are rounded The neck and 
limbs are short and stocky The face is full, smooth, and shield¬ 
shaped. Asthenics have thin, flat, delicate physiques They 
are slender individuals with long, lean limbs and flat, narrow 
chests. The head is often elongated and the facial features are 
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sharp The general impression is one of angularity The ath¬ 
letic build IS characterized by good muscular and skeletal de¬ 
velopment, including broad shoulders, large hands, and long, 
sturdy limbs Dysplastics have malproportioned and atypical 
physiques. Placed in this category are the various abnormali¬ 
ties in physical development associated with endocrine dysfunc¬ 
tion. 

The psychiatric significance of Kretschmer’s classification was 
his observation that mental patients suffering from schizo¬ 
phrenia usually have asthenic or athletic physiques, whereas 
manic-depressive patients have pyknic builds. In personality 
make-up, schizophrenic patients are seclusive, apathetic, cold 
individuals who have isolated themselves from the external 
world by withdrawal into the self Manic-depressive patients 
are essentially sociable individuals who are either extremely 
elated and excited or depressed and listless 

On the basis of this finding, supplemented by general obser¬ 
vation among normal people, Kretschmer concluded that the 
same germ plasm that leads to the formation of certain body 
types also favors the development of specific personality pat¬ 
terns. He maintained that mdividuals having asthenic or ath¬ 
letic physiques tend to be shy, seclusive, sensitive people who 
shun social contacts and spend much of their time daydreaming 
They are emotionally repressed and their approach to problems 
is theoretical and idealistic Usually they are prudish and hu¬ 
morless. Healthy individuals exhibiting these characteristics to 
a mild degree are schizothymes Borderline or abnormal per¬ 
sons showing these traits to a marked degree are described as 
having schizoid personalities. On the other hand, persons with 
well-rounded pyknic bodies are inclined to be genial, talkative, 
uninhibited individuals who enjoy social contacts. Their ap¬ 
proach to problems is practical and realistic They express their 
emotions freely and warmly, but at times they become unduly 
elated or depressed. Depending upon whether they exhibit 
these characteristics to a moderate or a severe degree, these 
individuals are classified as having cyclothymic or cycloid per¬ 
sonalities, respectively. 

To prevent misunderstanding, it is well to emphasize that a 
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person’s physique has nothing to do with whether he becomes 
psychotic or not. It merely influences the type of mental dis¬ 
ease he would develop if he should become psychotic. If an 
asthenic person becomes psychotic, he is more likely to develop 
schizophrenia than manic-depressive insanity, and conversely, 
an individual with a pyknic physique is more likely to develop 
a manic-depressive psychosis 

The spectacular nature of Kretschmer’s conclusions, with re¬ 
spect to the intercorrelation of physique and personality m 
normal people and the association of certain physiques with cer¬ 
tain psychoses m the pathological field, led to a multitude of 
investigations on the subject The net outcome of these studies 
appears to be that Kretschmer was partly light and partly 
wrong. 

Most experunental studies based on normal subjects have 
yielded negative or equivocal results (4, 14) Studies con¬ 
ducted with mental patients have been more favorable. Vari¬ 
ous workers have confirmed Kretschmer’s finding that two- 
thirds of manic-depressive patients m mental hospitals have 
pyknic physiques and two-thirds of schizophrenic patients have 
either asthenic or athletic builds However, it is now realized 
that these data are more or less invalidated by the age difference 
between schizophrenic and manic-depressive patients Schizo¬ 
phrenia IS primarily a disease of early adulthood, whereas manic- 
depressive psychosis affects primarily the middle-aged. The 
observed differences in bodily build between the two groups are 
mainly due to the fact that as individuals pass from early adult¬ 
hood to middle age, they frequently put on weight and their 
physiques change from asthenic or athletic to pyknic (3) 

Sheldon’s Modification —Kretschmer fully realized that it is 
impossible to classify all individuals as pure asthemcs, athletics, 
or pyknics His writings contam many references to interme¬ 
diate types and to individuals exhibiting a mixture of traits. 
Unfortunately, his attempts to mtegrate these intermediate 
and mixed types into his concept of trimodality were unsuccess¬ 
ful and left his work open to criticism A second weakness of 
the Kretschmerian classification was its failure to specify pre¬ 
cise anthropometric criteria for each type. Both of these criti- 
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cisms have been ingeniously answered by Sheldon (20), an 
American investigator 

Unlike previous workers who had unsuccessfully wrestled with 
the problem of reducing all physiques to a few standard types, 
Sheldon assumed at the outset that people differ in physical 
traits He then suggested that these differences could be ex¬ 
pressed as quantitative variations of three basic components. 
He called the first component ^ndomorphy, the second meso- 
morphy, and the third ectomorphy Endomorphy refers to the 
relative predominance of softness and roundness throughout 
the body. When this component is high, the individual is fat 
and the digestive viscera are massive Mesomorphy is charac¬ 
terized by a relative predominance of muscle, bone, and con¬ 
nective tissue Individuals having a mesomorphic physique are 
massive, solid people with large bones, big joints, and heavy 
muscles. Ectomorphy means relative predominance of linear¬ 
ity and fragility. Individuals having a high ectomorphic com¬ 
ponent have slender limbs and bodies 

As is apparent, these three components correspond approxi¬ 
mately with the pyknic, athletic, and asthenic types, but an im¬ 
portant new angle is now introduced by Sheldon On the sup¬ 
position that all three components are present in varying de¬ 
gree in all persons, Sheldon rates individuals with respect to the 
amount of each component exhibited. His scale values range 
from 1 through 7, with 1 indicating a relative absence of that 
component Numerical latings are assigned on the basis of 
general inspection plus anthropometric measurements This 
procedure makes it possible to describe an individual’s physique, 
or somatotype, by a three-digit number, the first digit repre¬ 
senting the amount of endomorphy present, the second the 
amount of mesomorphy, and the third the amount of ecto¬ 
morphy Thus 163 would be a physique deficient in endo- 
moiphy, high in mesomorphy and moderate in ectomorphy Tc 
date, 76 different physiques have been isolated and described, 
the most common among college students being 344 and 443 
As to the origin of somatotypes, Sheldon is noncommittal He 
mentions heredity, the endoermes, diet, and early environ¬ 
mental factors as possible determinants. 
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SheldoXL- C2I) also recognizes three components of tempera¬ 
ment, each component, like those of physique, having a scale 
value from 1 through 7. The three components of temperament 
are called viscergtorm, somatotoniOj, and cerebrotoniQi. The 
extreme viscerotonic is characterized by a love of comfort and 
an interest in social gatherings and food Individuals of this 
temperament express their feelings easily and their interests are 
outgoing In brief, viscerotomcs resemble cycloids The ex¬ 
treme somatotonic is an active, energetic person who is self- 
assertive, aggressive, and somewhat noisy. He is most con¬ 
cerned with affairs of the present and is a doer rather than a 
thinker The extreme cerebrotonic resembles a schizoid He 
inhibits his feelings, is sensitive to distractions, shrinks from 
crowds, and meets his troubles by seeking solitude 

Like Kretschmer, Sheldon maintains that there exists a close 
relationship between physique and temperament and between 
physique and psychosis Viscerotonia is the characteristic tem¬ 
perament of the endomorph, somatotonia is the typical tem¬ 
perament of the mesomorph, and cerebrotonia is the character¬ 
istic temperament of the ectomorph According to Sheldon, the 
ectomorphic component predommates in certain types of schizo¬ 
phrenic patients, and the mesomorphic component is high in 
other types. The great majority of manic-depressive patients 
exhibit a combination of endomorphic traits 

Psychological Types—The concept of psychological types, 
like that of physical types, has a long history Willi am James 
(10) recognized two ..types, the tender-minded and. t he toug h- 
minded. Tender-minded individuals are guided in their be¬ 
havior by abstract principles They tend to be intellectualistic, 
idealistic, optimistic, religious, and dogmatic Tough-minded 
individuals are realists whose actions are governed by facts 
They are more interested in bodily sensations than in ideas, 
and they tend to be materialistic, pessimistic, irreligious, and 
skeptical 

Credit for populanzing_the-dQCtrme__oLpsychologicaL types, 
however, goes'to Jung (12), whose concept of introversxm- 
extrnverdnnjiii?, become com mon kn owledge.- Extroversion im¬ 
plies a turning outward of interests and energies, with highest 
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values being placed on external, or objective, things. Intro¬ 
version implies a turning inward of interests and energies, with 
highest values being placed on subjective, or personal, factors^ 
Jung exphcitly states that every individual possesses both tend¬ 
encies. It is only the relative dommance of the one over the 
other, determined by outer circumstance and inner disposition, 
that decides whether a person will be an introvert or an extro¬ 
vert An “introvert” is an individual who habitually thinks, 
feels, and acts in such a way as to demonstrate clearly that the 
self is the chief factor of motivation and that the objective 
world IS of secondary importance An “extrovert” is a person 
who habitually thinks, feels, and acts m relation to external 
objects, j Some of the personality traits commonly accepted 
to be those characteristic of introverts and extroverts are listed 
below. 


Introvert Charactemtm 

, jt'lBehavior determined by subjective 
considerations 

v''2 Quiet, aloof, secretive, prefers soli¬ 
tude 

>5^Inflexible, ngid, lives by rules and 
ideals 

JY Touchy, sensitive, suspicious 

S. Given to daydreaming and self- 
analysis 

Jl( Emotionally reserved, unsympa¬ 
thetic, cold 


Extrovert Characteristics 

1 Behavior determined by objective 
environment 

2 Talkative, good mixer, confiding, 
prefers company 

3 Adaptable, practical, conduct gov¬ 
erned by expediency 

4 Tough-minded, indifferent to criti¬ 
cism, not suspicious 

5 Earely daydreams or engages m 
self-analysis 

6 Emotionally unmliibited, impul¬ 
sive, genial, warm-hearted 


In evaluating Jung’s classification, it is important to remem¬ 
ber that the world is not made up of two distinct groups of peo¬ 
ple, introverts and extroverts Only a few individuals charac¬ 
teristically react in an introverted or extroverted fashion The 
overwhelming majority exhibit both tendencies m varying 
amounts and therefore are neither introverts nor extroverts but 
are arnkweit^J^) As is shown in Fig 4, introverts, anibiverts, 
and extroverts merge imperceptibly with one another to form a 
continuous group This reduces but does not destroy the use¬ 
fulness of the concept, since people differ from one another with 
respect to this aspect of personality, and, depending on their 
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position on the continuum, may be classified as exhibiting vary¬ 
ing degrees of introvert or extrovert tendencies 
It will be observed from the above description that introverts 
have many of the qualities of schizoids and that extroverts, in 
a general way, resemble cycloids. [The clinical significance of 
this similarity is that if introverts become psychotic they usu¬ 
ally develop schizophrenia rather than manic-depressive msan- 



4—The distribution of mtroversion-extioversion m the geneial population 
The distribution is lontinuous, with very few individuals exhibiting marked intro¬ 
vert or extrovert traits Most people show a mixture of both tendencies and are 
beat described as ambiverts 

ity, whereas extroverts show a greater tendency toward the lat¬ 
ter disorder.] 

^he main value of the doctrine of personahty types in the 
psychoneuroses is that introverts and extroverts tend to develop 
different forms of psychoneuroses Also, there is some evidence 
that mtroverts are somewhat more predisposed to psychoneu¬ 
roses than extroverts. ^ 


THE ENDOCRINES 

Figure 5 shows the location of the endocrine glands of main 
psychological interest Relatively small in structure, these or¬ 
gans have as their function the manufacture of chemical sub¬ 
stances known as hormones Hormones are internal secretions 
that are discharged into the blood stream, which carries them 
to various tissues. Though minute in quantity, they are unbe¬ 
lievably potent in their effect upon body structure and func¬ 
tion. Two important characteristics of the endocrines are their 
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interreaction and interdependence.) An overactivity or under¬ 
activity of any one of these glands generally has repercussions on 
the functioning of the others.! Two or more endocrines may 
exercise joint control over specific functions. In the following 



analysis each gland is treated individually, but it must be re¬ 
membered that they function as an interlocking unit, each in¬ 
fluencing the others 

Thyroid.-4The rate of living is determined by thyroxine, the 
hormone of the thyroid gland A marked deficiency reduces 
the individual to a vegetative, iinbecilic level, a marked excess 
may transform a previously normal person into a tense, unstable 
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individual More moderate secretory deviations produce changes 
ranging from lethargy and mental dullness to psychomotor 
hyperactivity and general alertness The principal ingredient 
of thyroxine is iodine Seafood, vegetables, and water with an 
iodine content constitute the principal natural sources'I 

[The amount of circulating iodine required for normal thyroid 
functioning is infinitesimally small. Even so, there are many 
areas where the usual diet is deficient in this important chemicarf 
The Great Lalces section in this country and the Swiss Alps in 
Europe are notable examples Until comparatively recent years, 
when it was found that iodized table salt was a simple and 
effective preventive, these areas had a high incidence oij_c retin- 
ism, myx e dema, and collQidLgoiters, the three diseases resulting 
from thyroid deficiency?) 

The mam distinction between cretinism and myxedema is one 
of age (pronounced thyroid deficiency occurring in infancy or 
early childhood leads to cretinism, if it occurs in later life, the 
disease is called myxedema Cretins are misshapen, feeble¬ 
minded dwarfs One is impressed by their heavy features and 
stupid expression In appearance they are about what we might 
imagine a normal individual would look like if he were placed 
111 a compressing machine and crushed to one-half normal size 
If prompt and continued, thyroid medication often results in 
the elimmation of physical symptoms and some mental improve¬ 
ment Once firmly established, cretinism is incurable Like 
cietins, mjcxedema patients are overweight, have puffed facial 
features, and are mentally sluggish Because of the delayed on¬ 
set of the disease, these individuals are usually of average height 
and are rarely feeble-minded Prognosis following thyroid 
medication is favorable.')) 

Ranging from a mild swelling of the neck to the presence of 
large pendulous masses, colloid goiters are due to an enlargement 
of the thyroid gland In a desperate attempt to compensate 
for the relative absence of iodine in the diet, the gland produces 
an excessive amount of thyroxine of poor quality This creates 
a storage problem that is solved by the enlargement of the 
gland The toll of the disease is slight. Some disfigurement 
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of the neck and a tendency toward obesity are the principal 
symptoms. 

An excessive discharge of thyroxine accelerates the meta¬ 
bolic processes of the body, leading to loss of weight, rapid pulse, 
tremors, restlessness, and insomnia The condition is sometimes 
referred to as Graves’jdisease Intelhgence is not affected, but 
the individual is irritable, nervous, and unstable The gland 
may enlarge to form an exophthalmic goiter, so called because 
of the peculiar bulging outward of the eyes that gives the victim 
a startled expression Relief may be obtained by expert surgical 
removal of a portion of the thyroid gland (9),’ 

Parathyroids.—The calcium equilibrium of the body is con¬ 
trolled by four or more tiny structures, the parathyroids, which 
are imbedded in the thyroid gland. Removal or destruction of 
the parathyroids results in tetany, a disorder marked by muscu¬ 
lar tremors and twitches, cramps, and convulsions. The re¬ 
sulting chrome irritability of the nervous system makes for 
emotional instability and easily provoked outbursts of rage. 
Symptoms may be checked by the injection of calcium salts or 
admmistration of parathyroid extracts 

Adreneds —-The two adrenal glands are found at the upper 
tip of each kidney Each gland consists of two parts, an outer 
layer called the adrenal cortex and an inner core, the adrenal 
medulla The two parts secrete separate hormones having dif¬ 
ferent functions The secretion of the cortex is cortin, a chemi¬ 
cal compound essential to life. deficiency of cortin produces 
Addison’s disease, a disorder marked by increased fatigability, 
anemia, loss of appetite, listlessness, insomnia, irritability, and 
darkening of the skin ) 

Overactivity of the adrenal cortex stimulates the development 
of male sex characteristics in both sexes (23). Women who 
grow beards and develop masculine physiques suffer from an 
excess of cortin. An oversecretion of cortin during early life in 
boys hastens the puberty period Although still infants in 
years, they attain the stature, strength, and sexual maturity of 
puberty A child three or four years old may exhibit the physical 
and sexual maturity of an adult (18). Pubertas praecox is the 
name assigned to this form of precocious virilism The mental 
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development does not keep pace with the accelerated physical 
growth Actually, most pubertas praecox patients are slightly 
retarded in intelligence Their mean IQ, obtained by dividing 
mental age by true calendar age, is about 85 (13) An oversecre- 
tion of cortm in males during adulthood is chiefly marked by 
excessive growth of body hair 

Adrenin, the product of the adrenal medulla, is an emergency 
hormone Under normal conditions, little, if any, adrenin is 
secreted, but m times of great emotional stress it is discharged 
in detectable quantities As shown by Cannon (5) m his classic 
experiments on fear, anger, and rage, adrenin has the unique 
power of mobilizing the total resources of the body for vigorous 
action Fear and rage situations demand that the muscles in¬ 
volved in flight or attack be plentifully and quickly supplied 
with fuel and oxygen for conversion into energy For greater 
efficiency, waste pioducts must also be speedily eliminated and 
unnecessaiy, distracting activities suspended Adrenin accom¬ 
plishes this feat by speeding up circulation, facilitating breath¬ 
ing, and releasing sugar stored in the liver to replenish used-up 
food supplies For greater efldciency, a considerable amount of 
blood, the vehicle for transmission of supplies, is detoured from 
the center of the body to the outer front lines The activity of 
the digestive organs is suspended, a feature that incidentally 
accounts for the occurrence of gastrointestinal disorders during 
periods of prolonged intense emotion. 

In primitive days, when it was possible to flee from or destroy 
threatening and thwarting objects and persons, this mobilizing 
function served a highly useful purpose. Modern man, how¬ 
ever, cannot run away from his fears or strike down his enemies 
with brute force. Threatened loss of position or savings, per¬ 
sonal grievances, and frustrations still stimulate the flow of 
adrenin, but no appropriate outlet is available for the resulting 
energy The individual is on edge and eager for action, but is 
constrained by social conventions to inhibit his impulses This 
bottling up of excess energy is an important cause of tension, 
iritability, fatigue, and neurotic symptoms. 

Pineal.—The pineal gland, which receives its name from its 
pine-cone appearance, is attached to one of the ventricles of the 
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brain. It is a gland of mystery. Descartes regarded it as the 
seat of the soul, the connecting link between mind and body, 
Present-day opinion is that the pineal, in some unknown way, 
regulates the rate of body growth and the onset of puberty. 

Thymus.--This gland is situated near the point of junction 
between the neck and the chest cavity. Whether it produces a 
hormone and what function it serves are not definitely known 
Since the thymus is large until puberty and then shrinks, there 
is a possibility that it is related in some way with the function¬ 
ing of the sex glands 

Gonads.—The testes or male sex glands have two important 
functions, the production of sex cells and the manufacture of 
hormones that accentuate the development of masculine physi¬ 
cal and mental traits Testostewne and androsterone are two of 
the principal male sex hormones that have been isolated (1) 
These hormones are secreted in abundance during puberty and 
are responsible for the growth of the sex organs, appearance of 
hair on the face and body, deepening of the voice, and gradual 
development of masculine musculature and body shape. 

The female sex glands, the ovaries, are concerned with the 
manifold processes associated with ovum production, menstrua¬ 
tion, and pregnancy. Like the testes, they also secrete hormones, 
classified as estrogens and progestins, that promote sexual ma¬ 
turity and influence the development of physical and psycho¬ 
logical sex characteristics In the late forties, women undergo 
a change of life called the menopause, or climacteric. In addi¬ 
tion to physical symptoms, the menopause period is sometimes 
marked by psychological reactions Irritability, restlessness, 
mental depression, and insomnia are common complaints These 
are partly due to physiological causes, but there is also a psycho¬ 
logical element in that women are often taught to expect difla- 
culties during this period The symptoms are more pronounced 
in neurotic than m stable women In many cases they are as 
easily alleviated by psychotherapy as by the administration of 
sex hormones 

Pituitary,—Because of its influence on other glands, the pitui¬ 
tary is sometimes referred to as "the master gland.” It consists 
of two mam parts, an anterior lobe and a posterior lobe The 
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posterior lobe exercises some control over blood pressurOj kidney 
function, fat metabolism, and the contractility of smooth mus¬ 
cles. The anterior lobe has the greater psychological signifi¬ 
cance. It originates from embryological mouth tissue Best 
known of its many hormones is somatotropin, the growth hor¬ 
mone. 

If excessive somatotropin is secreted during the growing years, 
the child grows to be a seven- to nine-foot giant Giants are 
usually sterile, have approximately average intelligence, and 
are short-lived. If the overactmty of the growth hormone is 
delayed until adulthood, the maturity of the organism prevents 
further increase in stature Growth is then limited to a general 
thickening and expansion of bony structure at the extremities 
Over a period of years, the lower jawbone becomes elongated, 
the circumference of the head increases, the bones of the wrist, 
hands, and feet thicken, and the nose widens This results m 
giving a previously normal individual a gorillalike appearance. 
The condition is known as acromegaly, 

A deficiency of somatotropin dating from early infancy re¬ 
sults in a midget Unlike cretin dwarfs, midgets possess ap¬ 
proximately average intelligence (22) and their bodies are cor¬ 
rectly proportioned They grow up to be well-shaped minia¬ 
ture adults. 

Prepubertal destruction of the pituitary gland prevents gon¬ 
adal development, and postpubertal destruction causes a sexual 
regression Maternal behavior, including lactation, may be ex¬ 
perimentally induced in virgin female animals by the injection 
of prolactin, an anterior pituitary product. Still other hor¬ 
mones stimulate the thyroid gland and regulate the activity of 
the adrenal cortex (9). 

Some involvement of one or both pituitary lobes is present 
in Frohhch’s syndrome. The two outstanding symptoms are 
obesity and sexual infantilism Although it may occur in either 
sex, the disease is most apparent in the familiar “fat boy” who 
has underdeveloped sex organs, a high-pitched voice, a girdle of 
fat about the hips, well-developed breasts, and a clear “peaches- 
and-cream” complexion. 
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ENDOCRINOLOGY AND PSYCHOPATHOLOGY 

Individuals with profound endocrine imbalance are rarely 
happy or well adjusted In a small percentage of cases, the 
psychological symptoms are probably a direct result of hor¬ 
monal dysfunction The apathy of the hypothyroid, the anxiety 
and restlessness of the hyperthyroid, and the fatigue and irri¬ 
tability associated with cortin deficiency might be included un¬ 
der this heading. More commonly, however, the only direct 
effect of glandular dysfunction is to produce physical, anomalies 
that in turn piovide fertile soil for the growth of distorted per¬ 
sonalities. It IS not easy for midgets, bearded ladies, giants, and 
obese persons to remain good-natured and mentally serene when 
they are continuously exposed to ridicule, jest, and social iso¬ 
lation This harsh and unfair treatment makes many of them 
morose, hypersensitive, seclusive, depressed, and misanthropic. 

The extent to which the more severe forms of psychological 
disordeis are due to endocrine disturbances is a controveisial 
issue Like other organ systems, the endocnnes play an impor¬ 
tant part in bodily, mental, and emotional development, and if 
defective, they may constitute an added burden contributing to 
abnormal behavior However, it is extremely doubtful that 
endocrinopathies, in themselves, are directly responsible for more 
than a small percentage of mental abnormality A fair number 
of mentally defective, psychoneurotic, psychotic, and antisocial 
individuals do show physical anomalies of types common in 
endocrine dysfunction, but this is more likely an incidental than 
a causal relationship Many normal individuals have similar 
physical anomalies. 

In support of the theory that the endocnnes are relatively 
unimportant causes of psychological deviations, the following 
experimental findings may be cited. 

1 Less than 5 per cent of first admissions to institutions for 
epileptics, mental defectives, and the mentally ill are placed 
in diagnostic categories implying endocrine origin. 

2. The incidence of psychoses and psychoneuroses among pa¬ 
tients referred to endocrinologists for diagnosis is about the same 
as that noted for the general population (19). 
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3 No constant or significant defects of a causative nature 
have been observed in the endocrine glands of various types of 
mental patients examined at autopsy (6). 

4 A few mvestigators have reported beneficial results from 
treating mental deviants with extracts and preparations of vari¬ 
ous endocrine glands, but the overwhelming majority of workers 
have observed little or no improvement following endocrine 
therapy (6). 

THE NERVOUS SYSTEM 

In describing the human nervous system, a distinction is usu¬ 
ally made between the cerebrospinal and the autonomic system 
The former consists of the brain and the spinal cord. The auto¬ 
nomic system is a semi-independent collection of nerve cells 
located mainly outside and along either side of the spinal cord 
The two systems are closely interrelated structurally and func¬ 
tionally Many of the nerve cells and fibers of the autonomic 
system he within the cerebrospinal system This structural 
relationship makes for functional interaction In general, how¬ 
ever, the cerebrospinal division is primarily concerned with re¬ 
ceiving and organizing sensory impulses, delivering motor im¬ 
pulses to the skeletal musculature, and engaging m higher men¬ 
tal processes The autonomic system is more concerned with the 
control of the internal environment through stimulation of the 
endocrine glands, the heart, and the smooth muscles of the gas¬ 
trointestinal, respiratory, and circulatory systems. 

Spinal Cord.—^Apart from mediating sunple reflex actions 
the mam function of the spinal cord is to conduct afferent, or 
sensory, impulses from various parts of the body to the brain 
and to conduct efferent, or motor, impulses from the brain to 
the muscles and limbs. 

The Brain.—As the “seat” of intelligence, judgment, memory, 
and integrative behavior, and as the neural center for controlling 
excitation-mhibition and the experiencing of emotions, the brain 
undoubtedly plays an important role in almost all forms of psy¬ 
chological disorders However, attempts to establish causal 
relationships between abnormalities in brain structure and ab¬ 
normalities m psychological functioning have met with meagei 
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success In anatomical detail, the brains of delinquents, crim¬ 
inals, and psychoneurotic individuals are indistinguishable from 
those of normal people. At most, only about one-fourth of men¬ 
tal defectives and one-third of psychotic individuals exhibit 
anatomical brain defects or injuries that might be interpreted 
as the direct cause of mental retardation or psychotic symptoms. 
The absence of structural brain abnormalities in most deviants 
does not necessarily rule out the importance of the nervous sys¬ 
tem, since it may be that the brains of abnormal people, though 
anatomically intact, may be distorted in their functioning. 

The recent development of techniques for amplifying and re¬ 
cording the electrical potentials generated by the brain cells, 
popularly known as “brain waves,” provided an unusual oppor¬ 
tunity for exploring this possibility The findings, however, 
have not been very encouraging. When electrodes are placed 
on various parts of the head, especially m the region of the 
occipital, parietal, and temporal lobes, the most prominent char¬ 
acteristic of the brain rhythms, or electroencephalograms, of 
normal people is an alpha wave having a frequency of 8 to 12 
cycles per second. Characteristic abnormalities in brain rhythms 
have been observed among epileptic patients, but the deviations 
noted m all other forms of psychological disorders have been 
neither consistent nor specific (16) 

The two parts of the brain that at present appear to have 
special significance for abnormal behavior are the frontal lobes 
and the hypothalamus. The frontal lobes, which include that 
part of the cortex in the forehead region, are unusually large 
in man. Removal or destruction of the frontal lobes, especially 
if extended to both lobes, results m a marked impairment of the 
capacity for constructive planning Intelligence, as measured 
by objective tests, is relatively unaffected, but the simple ele¬ 
ments of a situation cannot be organized into a complex inte¬ 
grated whole. This defect is referred to by various observers as 
a lack of mental synthesis or a disturbance in planned adminis¬ 
tration 

A second outstanding characteristic following destruction of 
the frontal lobes is a loss of initiative The patient may know 
what he should do but he is unable to carry out his plans In 



GENERAL CAUSES OF ABNORMAL BEHAVIOR 85 

their social reactions, individuals deprived of these lobes are tact¬ 
less, unrestrained, and deficient in self-consciousness. Perhaps 
because of their inability to anticipate future events or compre¬ 
hend the full significance of a situation, they are less troubled 
by anxiety and worry than before the operation They tend to 
be uncritical of their mistakes and are easily satisfied with a 
poor performance Unproductive restlessness and heightened 
distractibility are common Emotions are uninhibited Some 
patients are euphoric and others are irritable, apathetic, or de¬ 
jected In all cases where both lobes have been removed because 
of tumor or infection, the patient has been handicapped to the 
extent of being unable to work for a living (7). 

The hypothalamus, which is located in the diencephalon, or 
middle brain, plays an important part m emotions Injuries or 
lesions in this area are usually associated with disturbances m 
feeling and emotional expression If all of the brain above the 
hypothalamus is removed, a cat will exhibit the physical signs of 
rage on the slightest provocation, but if the hypothalamus is also 
removed, rage responses can no longer be elicited (2) Further 
confirmation of the importance of the hypothalamus with re¬ 
spect to emotions is supplied by the fact that the hypothalamus 
is the integrating center for the autonomic nervous system, 
which is directly responsible for producing the physiological 
changes associated with emotional experiences 

Autonomic Nervous System.—^The autonomic nervous sys¬ 
tem consists of three parts, the cranial, the thoracicolwnbar, 
and the sacral. The cranial division originates from the base 
of the brain, the thoracicolumbar from the middle portion of 
the spinal coid at about the level of the chest, and the sacral 
originates from the tail end of the spinal cord The cranial and 
sacral divisions have similar functions and usually are combined 
into the craniosacral system Although interdependent, the 
craniosacral and the thoracicolumbar systems have antagonistic 
effects. In general, the function of the thoracicolumbar, or 
sympathetic, system is to mobilize the bodily resources for ac¬ 
tion It stimulates the flow of adrenin, accelerates the heart, 
raises the blood pressure, directs the flow of blood from the 
interior to tlie periphery, inhibits gastric activity, and increases 
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the amount of blood sugar available. The mental state associ¬ 
ated with thoracicolumbar activity is one of diffuse excitement 
and tension. The craniosacral, or parasympathetic, system has 
just the opposite effect It tends to store and conserve bodily 
resources and to neutralize the energizing effects of the thoraci¬ 
columbar divisions (17). 

The contnbution of the autonomic system to psychopathol¬ 
ogy is not definitely established As the regulator of the in¬ 
ternal environment, including the endocrine glands, the circu¬ 
latory and digestive systems, and the sex organs, it probably 
exerts a greater influence on psychological adjustment than is 
generally recognized. 

ENVIRONMENTAL AND CULTURAL FACTORS 

Cultural Level.—The psychological ills of man are not a prod¬ 
uct of modern civilization References pertaining to the symp¬ 
toms, legal aspects, and treatment of mental defectives, crim¬ 
inals, psychoneurotics, and psychotics are contained in the 
earhest records of the ancient Eg 3 rptians, Greeks, and Romans 
From descriptions in the Bible it even appears that the nature 
of mental symptoms was the same then as now. Nor are psycho¬ 
logical deviants found only among civilized peoples. Anthro¬ 
pological studies have shown that even the most primitive people 
are afflicted with mental deficiency, psychoses, psychoneuroses, 
and criminality. 

Stress and Strain.—In investigating the life histones of psy¬ 
chological deviants, it is often noted that these individuals have 
been exposed to various emotional traumata such as unhappy or 
broken homes in childhood, poverty or financial reverses, tern 
fying situations, disappointing love affairs, loss of position, death 
of loved ones, and other disturbing experiences 

With regard to the development of abnormality, these unfor¬ 
tunate life situations may be regarded as causal, precipitating, 
or incidental factors The universahty of disturbing experiences 
of this type precludes attaching causal significance to them 
Almost everyone at some time in his life is exposed to as up¬ 
setting or anxiety-producing situations as those experienced by 
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the overwhelming majority of psychological deviants. On the 
other hand, such experiences are not merely incidental They 
may leave deep, vmd impressions that influence subsequent 
adjustments. 

The remaining alternative is to consider the stresses and 
strains of life as precipitating factors. When experienced by 
individuals gifted with strong psychobiological constitutions, 
they are unattended by serious consequences. They may, how¬ 
ever, precipitate abnormal reactions in individuals who are con¬ 
stitutionally predisposed to psychological disorders by their 
heredity and early developmental history This does not detract 
from the importance of emotional disturbances, since the pres¬ 
ence or absence of adequate precipitating factors may determine 
whether latent aberrant tendencies are overtly manifested This 
IS especially true with respect to the psychoneuroses. 

War and Depression—The most satisfactory test of the 
etiological importance of distressing emotional experiences is 
provided by national catastrophes that acutely disturb the lives 
of millions. There are three recent periods in American history 
when the general stress and strain of existence bore heavily and 
fairly consistently on the entire population, namely, the periods 
of the First and Second World Wars, and the economic depres¬ 
sion that began in 1929. How did these affect the incidence of 
psychological disorders? 

Summarizing various investigations, we may conclude that 
wars produce a decrease in male adult criminality, no increase m 
psychoses, slight, if any, increase in psychoneuroses among the 
civihan population, some increase in psychoneuroses among the 
armed forces, and some increase in juvenile delinquency. De¬ 
pressions and periods of unemployment produce no detectable 
increase in psychoses, psychoneuroses, or juvenile delinquency. 
During such periods, crimes against property tend to increase m 
number, but other types of crimes show no consistent change 
The incidence of mental deficiency is unaffected by either wars 
or depressions 

Race.—^Every race has its quota of psychological deviants 
The same clinical varieties of psychological disorders noted 
among whites are also present among Negroes, Indians, and 
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Orientals. As yet no studies have been made with respect to the 
relative incidence of mental abnormalities among whites, In¬ 
dians, and Orientals. Investigations concerned with a compari¬ 
son of the Negro and white population in the United States 
consistently show that a significantly higher proportion of 
Negroes than of whites are committed to penal institutions, state 
schools for mental defectives, and mental hospitals for the in¬ 
sane Probably these figures represent a manifestation of social 
factors that favor the incarceration of the Negro deviant rather 
than a basic biological inferiority of the Negro. 

Nationality.—The many national groups that constitute the 
white race all exhibit the same forms of mental abnormalities. 
There are no grounds for assuming that any national group is 
innately more susceptible or more immune to psychological dis¬ 
eases than another Cultural influences within a nation may, 
however, modify the types of disorders encountered. Crimes of 
violence, for example, will be more common in countries tolerat¬ 
ing feuds and lawlessness, and the incidence of alcoholic psy¬ 
choses wiU depend on the alcoholic habits of a given population 
Nations that provide adequate facilities for the institutional care 
of mental defectives will have a greater number of recorded cases 
than nations that ignore this problem 
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so cial relationghm^’i^ T^^o. essentml fe ature s of psychoneiiroges 
are that they aie^jit ccipila to d by ctiio lioiial stresses, c onflict s, 
and fr ustration s and that they are most effectively treated by 
psychologi cal techniques ^ T hey are not produced by nhvsic al 
liiRCsfeiS and do not respond to routine medical attentio n"] Al¬ 
though often incapacitating and disturbing to the person and 
his associates, the sympt oms of the nsvchoneurotic are suc h that 
compuls ory hospitalization or segregation is unnecessar y. A 
few patients voluntarily seek hospital treatment, but the ma- 

lOIMl ll.C 11 l,.)'!r' li rl .‘OUi' l ■■ V Jl (' l-'i " .11 / 

pusincfs nnd socia l_a_clLiy,.tifS. 

‘ l^fcicihooeurqlio ^mptpms arc cxt iemely yaripib ^Some of the 
more frequent psychologic al complaints nre anviety^ depr^sed 
spirits, inabihty to concentrate or make 'decisions, memory dS^ 
turbance^, heightened irritability, morbid doubts, obsessTons, ir¬ 
rational fears, insomnia, compul^ns, and mabihty (o enjoy so¬ 
cial relations., P hysical symptom s, which axe essentially bodily 
concomitants of strong emotions and conflicts, include loss of vol¬ 
untary control over c^tain motor ^r sensory functions, shpftness 
of breath, persistent fension, fatigue, headaches, gastrointestinal 
disturbances, palpita^o^ cardiac irregularities, temperature^im- 
balances, and multiple aches and paing^ 
Incidence.-^lpproximately 5 to 10 per cent of the population 
exhibit psychoneurotic symptoms at any given tune As many 
as 20 per cent of the peonle have__shown nr will sfinwl 


a t critical moments m their live s Lockhart, 
quoted by Gillespie (6), states that, m certain industries, 60 per 
cent of time lost through sickness is due to neurotic illness of 
some kind. Halliday (8) found that one-third of 1,000 insured 
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patients who had been incapacitated for a long time, supposedly 
s uffering from organic illness , were in fac t ill from neiiroRes. It 
has been conservatively estimated by numerous physicians that 
of the patients who consult general medical practitioners, 25 to 
50 per cent suffer from psychoneuroses rather than definite phys¬ 
ical ailment^ 

Classification.—A ttempts to organize psychoneurotic rea c¬ 
t ions into distinct clmicaLtvnes hfl.ve not be en completely suo- 
c essful. W ell-defined symptom patterns, that form the basis 
fo r division into type s are often no ted, m any patients hav e 
ffvf nntoms that fall into two or nli-mogl j T he four 

^ ty pes of psychoneuroses most generally recognized are hysteria, ^ 

'jieura^henia, anxiety state, and psychasthmm^ 

;eria is characterized by a j gss of function . Typical hys-“^ 
tena s ymptoms ar e psychogffic parSysis of the limbs,^d^fness, 

I blindness, cutaneous insensitivity, and loss of memory. I’ Neina.s - 
^ thenia, as implied by its name, is an ex haustio n reacffion Pa¬ 
tients suffering from this disorder complaii^ of a lack of .energy , 
diminished power of concentration, irritability, chronic mental 
and physical fati^ e, p ressure sensations about the head, gas'fiTo-'' 
intestinal disturbanc es, and mu scular aches and p^nj^ It is im - 

p nTtpnt to diffpTP.ntiatp. nenrfl.sthpmfl._f.rQirL 

The latter condition is marked by m orbid anxiety‘I’ega.rdin a- 
ph ysical or mental hea lth The hypochondriac imagines that he 
has various diseases. H e pa ys c areful attention to h is b odily 
functions and i^ cQns.tanfiy,™seeking ffiedieal-relief. Hypochon-’ 
driacal symptoms may occur in psychoneurotic patients, but theyw 
may a^ be present in psychotic and essentially normal indi- 
yidualy 

^ , ^nxiety state s are marked by e motional overreaction Symp ¬ 
t oms may include diffu se ten sion, general_a^rehension, feelings 
of insecffrity, restlessness, insomnia, palpitation, excessive sweat¬ 
ing, dizzinehs, trembling, upset stomach, and vague fearsjjpn- 
cemmg impending calmi^.J 

I Psvchasthenia includes ^‘ %bsessiiigrGO-iias^?siue\r eactions ^d 
(jf pKohia s. T he two cla sses of symptoms hav e i ndependent origin 
and are best considered separately For this reason the term 
ysychasthenia is gradually becoming obsolete . Obsessive-com- 
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pulsive symptoms ref er to ir resistible and persistent ur ges to do^ 

things. Uncontrollable impulses to 
touch o’bjects, repeat words, count steps, and engage in repetitive 
movements are so me illustratio ns yt’hobiasV re a bnormal fears 
Unlike normal f ears th at are appropriate reactions to dangerous 
situations or^ objects, phobias arc u nreasonable or groundles s 
fears Persons who have an e xaggerated fear of germs or who are 
te rrified of harmless thing s s uch as opetT places, closed places, 
crowds, or chickens are suffering from phobiasij 
t -[Psychoneur oses occurring under particular situations are ofte n 
assigned identifying names. Thus psychoneuroses following 
head' injur y are referred to as traumatic neuroses Psychoneu¬ 
roses occurring among military personnel under combat ennd i- 
tions are called war neuroses. Psychoneuroses involving im- 
IV 'i 11 ' I '' o' I' i’ skills, for example writer’s cramp, or 


^uas ui voio b ,n uLlt.|jnun c operators., are classified as occupational 
neuroses. ] 

Wars, occupations, and head injuries do not produce new 
types of psychoneuroses, they only color the clinical picture 
The symptoms exhibited by persons suffering from, neuroses 
precipitated by these factors do not differ markedly from those 
noted in ordinary psychoneuroses ji n all cases , t he inherent in ¬ 
st ability of the individual is the ciitical factor in the developmen t 
o f psvchoneurose^ Head injuries, war stresse,s, and occupational 
strains merely___serve as D recmitatipg factors releasing latent 
psychoneurotic tendencies As such, they (are import ant, for m 
the _abse nce pf^such precipitating factor s, the latent te ndencies 
might remain un expressedij 


’ , ' '' 7 |etiology|iof the psychoneuroses 

'(jphysical Factors.—(Bec ause of th e clo^ mterdependence^of 
mind and body, it is incorrect to state that physical factors play 
no role m the development of psychoneuCQses For example, 
physical exhaustion may so weaken Ihejirental resources o f the 
individual as to facilitate the appearance of neurqtic syipptnmR 
However, such instances are rare Psychoneuroses are psycho¬ 
l ogical disorders . They are not the^resultmf physical diseases 
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or nerve injuries In physical health, psychoneurotics do not 
differ significantly from normal individuals'"' 

This IS an important point to emphasize,'because manyjpsy- 
choneurotic undiiuduals erroneously think that their symptoms 
are due to a run-down physical condition produced by overwork 
or excessive application to studies Actually, in such cases both 
overwork and physical debility are best interpreted as indirect* 
mamfestations of some underlymg personahty maladjustment. 
A person harassed by a distressing psychological problem may 
seek escape in his work or studies. Should these tension-reduc¬ 
ing activities fail, he may develop a psychoneurosis On the 
surface it inayjiow apji^ar that overwork caused the neurosis, 
w hereas , i n reality, overwo r k was it self an early symptom The 
poor physical health of some psychoneurotics is explicable on a 
similar basis The mental iturmoil that-precedes the onset of 
s ympt oms may ^ accompanied by loss of sleep, n oor appe tite. 
andj)thcrjea:ctlons that unfavorably affect the physical health 

of tlmrnimvidual f .-I> 1 ’ - - , ■ 

d) ^um^and Conflict.—^areful study of the life histones of 
psychoneurotic patients usually reveals th at the on set of symp -1 
toms was preceded by some distressing emotional experience or 
mental conflict. Disappointing lovfe' affairs, financial reverses, 
deatff in the family, terrifying accidents, intrafamilial discord, 
and occupational'" maladjustment are some c ommon examp les 
Since the symptoms follow the emotional trauma, there is a 
temptation to regard the trauma as the cause of the psycho- 
neurosis This IS obviously a f aulty assumntio n J 
' If e motional disturbances and mental conflicts were of them - 
selves capable o f nroducmg a psyc honeurosis, almos t everyone 
wouldbe a psynhonnurolic., for everyone at some time encoun¬ 
ters a bitter disappointment or failure, is beset with cares and 
responsibilities, or faced with a trying decision Furthermore, 
there is no evidence that upsetting experiences occur with any 
greater frequency among the psychoneurotic than among the 
healthy population jTThe significant difference is th at the mo re 
ru gged normal individuals take these'erperjenees in their stride, 
b ut the notential psychoneurotics are incapable ofivSuccessfully 
ad apting themselves to the rigors^of lifej ^ ( it. ^ 
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Tiio n !''■ fi'i I'll. iiirr'i- i' to ho found m the indi- 

' vidui'! nidi '1 ! 1 ..I' I'l ' ' liii I' I 'notional traumat a 

a nd mental conflicts naturallv produce temporary instability"in 
many normal persons. | T hey precipitate psychoneur o tic re ac¬ 
tion's th at persist for many week s or__mon.^ ^ter the disturlmig 
/ BituaJami oaljLih those indiyi duals.wliQ_am c.onfitituti onally,pi'e- 
d isposed I Inquiry into the past hfe of those unfavorably af¬ 
fected for long periods generally reveals preexisting psycho- 
neurotic tendencies that were accentuated or released by some 
' distressing experience 

|), Conditioning.-4Several writers, notably Morton Prince (23), 
liave emphasized the importance of association or conditioning 
, m the etiology of the psychoneuroses T he central idea i s that 
iemo tions, impu lses, and sensations e xp e rience d under certain 
.Co nditions mgy liecome so str ongl y associated that the chance 
occurrence m the Juiurejof some element of the origmaT situa¬ 


tion reaction. Tlius a p erson wh o 

suffered frojnJoauaea, headaches, and dizziness following a r^l- 
road accident may experience the same symptoms for months 
afterward whenever he rides on a tram" \ 


I The concept of association has been found par ticularly ^e- 
..tf ulin exp laining.^baurdJf£ai;: § of the environme nt and m explam - 
ing certain ty pe s of war meutoses Soldiers who have broken 
under shellfire often become lnpoi£en«itne to sounds of all 
types^ Even wl^en saie m ajj.o'.pital fai removed from the 
front, they becom e terror -str icken at the sound of an automobile 
horn or the slam of a door. Conditioning also provides an 
■ explanation for certain types of repetitive motor movements, or 
ties Such movements may at one time have served some pur¬ 
pose but they now persist as habit residuals. 

^, iThe l imitation of this approach is that it explains the symp- 
' tQSls but no^ the^sychoneurosis Thejjyeryday experiencerof 
,>^most people provide ample material for the formation pf all 
types of pathological associations, but o nly a small number o f 
indi^idu^namely, the latenJLpsychpEfilu:^^ habit ually re- 
|) a ct inappro p r iately to present stimuh because of past associa- 
tmns. (Hollmgworth (11, p. 362), an ardent supporter of the 
doctrine of association m psychopathology, has stated this point 
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very clearly “To be neurotic is not merely to have established 
an unserviceable habit adjustment To be neurotic is above all i 
in be the k inii.of verson who is always forming such unserviceable 
or unsagac^s habitSj e ven unde r circumstances or in a world 
■v^here ptirer^eople form useful ones.”' 

^ jGOTStitution.—Heredity and early environment and tra ining |' 
are the main fac to rs determining constitutional m ake-u p. When | 
unfavorable, they prevent the development of a well-integrated , 
sturdy personality and thu s facilitate the appearance of nsvcho- 
neurotic, reactions when the ind ividual is confronted with some 
distunmiig or intolerable- situation 

J^redity.—[The transient quality and mildness of psychoneu- 
rotic symptoms make hereditary investigations difficult. Studies 
reported by Gillespie (7) indicate that approximately 20 per 
cent of the parents of psychoneurotic patients have similar psy¬ 
choneuroses, and an additional 20 per cent of the parents are 
unstable or suffer from other forms of neurotic ills or nervous 
disorders Psychoiieuroses were noted in 51 per cent of the 
parents of 890 psychoneurotic patients studied by Paskind (20). 
These data set the limits of heredity Actually, it is doubtful 
that heredity is a deciding factor in 40 to 50 per cent of psycho- 
neurotic cases Since parents and offspring share a common 
home environment, intr afainihal resemblances with respect to 
psych nneiirotic traits are~due p artly to hereditary factor s and 
partl y to imitation l^nd learning^ 

Unfavorable Early Environment and Training.—Individuals 
who in later life become psychoneurotic are often tense, enuretic. 


fretful, fq&rful, an d anxiou a children The early onset of 
nervous traits mav be inter 


underlying constitutional instabolity anc 


IS responsible for the development of the psvchoneurosis m late r 
years However, i t is v ery likely that these childhood maladjust- 
menla^are often provokedJov-jd isturbmg and unfavorable mfl u-/, 
en ces m the early home life T he m ore important o f these influ- 
ences are mater nal SvCT ^tection, rej ectidTi , excessi ve fon dling, 
pathological parental attachm ents, inc onsistent home discipli ne, 
strict'puritanical tT pbrm ging, domestic ^sco^ sibling" rivalry, 
overanxious or do mineering paren ts, broken homes, etc The 
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ci.niNl.vr. ( T-f id .ir t- r],_=-n;r.tr '0 forces 

is_ky_val.ul;A-;ii J/' ■' '■ '.. 

habits; and impractical attitudes that interfere with, the deyelop- 
meiit 01 a mature, well-balanced personality. 


" characteristic^ of the psychoneurotic 

I Age.— All ages from childhood to senility are afiected, with 

the hi ghest frequency occurring in the period from the early 
twenties to the late fifties. The me dian ag e of p atients under 
' treatment is about f orty . It is not uncommon for psychoneu¬ 
rotics to have recu rring attacks of fluctuating severity t hat date 
from puberty and leappe ar at irregular interval s throughout tfie 
^ife span, during moments of psych ological stress. There is gen- 
^ erally a decrease in frequency and seventy of attac ks with the 
appr oach of old age 

■; Seic^Approximately 60 ner c ent of psychoneurotics seeking 
treatment in clinics, sanatoria, and hospitals a re women The 
excess of w;<OTen i§ mainly due to the fact that about 75 per cent ^ 
of'Eyiteria patients are women In other forms, the number of 
I ^i^^ale and female cases is about equal , 

’ Intelligence.—;With respect to intelligence, the psychoneurotic 
group compares very favorably with the general population 
5,MojLl2alieidS_pf3fisess_iiye^ and there is some 


1 


I iii..>iig ’ "igh.t 


I 


'"oses 


I 


] evidence that p^. , n ' > .n -■ -_j_i in p‘' 
d jia-n d ull iiidiyi,i'~ \' .I'l I'riii- 

occur at all intelligence levels, h ysteria patients, as a group, a re 
ijess intelligent t h an those suffering from other type s~ [ 

' Cultural Status.—iThe educational and economic status of 
psychoneurotic patients is comparable with that of the general 
population However, c ultural status has an important bea r¬ 
ing on type of symptoms ex pressed. Among patients admitted 
to pubhc mental hospitals, approximately 40 per cent are diag¬ 
nosed as hysteria, 40 per cent anxiety state or neurasthenia, and 
20 per cent psychasthema (2^ The same relative proportions 
most likely hold for clinic cases. Among wealthier and better 
educated patients treated in office practice or |in private sana- 
-toria, hysteria accounts for less than 15 per cent, with anxiety 



INTRODUCTION TO THE PSYCHONEVROSES 


97 


state being the outstanding neurosis. This observation is further 
confirmed by military data. . H ysteria is more prevalent among 
enlisted n ienJihaiLQfficers. an d anxiety symptom s are more com- ^ 
inon among officers t han enlisted men •, 

Personality.—;The varieties of personality types found among 
the psychoneurotic are probably as numerous as those present 
111 the general population As a group, however, psychoneurotic 
individuals e xhibit several characterist ic traits They are gen¬ 
erally dissatisfi.edr unhappj individuals who are lacking m seH- 
confid' ^ 

tate t( . 1 it difficult 

to make decisibns an d execute plans effectively For the same 
reason, they are sensitive do crSicisg), shun responsibilities, and 
are inclined to blame others for their mistakes They are emo- 
finnHlI y uTimatnr e. d ependent, ai ^d selfish j Al though uninter - 


(They crav e affectio n, but there is a marke d, contr adictioml ie- 
i.wpp. n their wish for affectioii- and their capacity for feeling or 
givi ng it This discrepancy oftenjp sults m sexual_ mj,ladi_ust-. 
menfj They_are_prone to guilt feelings, and me ntal c onfl icts and 
find less enjoyment in life than most persons (12^ 


NATURE OF SYMPTOMS 

jPsychoneurotic patients are frequently uni ustlv accused, of < 
T nerclv imagining they -iixe-.ill True, t heir symp toms have a 
psyc hological orig in, b ut this does not make their suffering any 
les s real or less painful A s imple p.xfl,inp lR will illustrate the 
nature of psychoneurotic symptoms. When a person becomes' 
excited while making a speech and finds that he is unableJjQ 
talk or to prevent his knees from shaking or his hands from 
perspiring, he is experiencing a mild psychoneurotic reaction] 
The'Ioss of voice, trembling, and perspiration are e ntirely psy¬ 
c holog ical. As soon as the person sits down, speech returns and 
physical symptoms disappear However, anyone who has had 
this experience realizes that the s ymptoms are rea l p The same 
is true of nsvchoneurotic symptoms) 
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.'The neurasthenic patient who feels tired is tired, and the 
hysteria patient who complains of a paralysis of the legs is para- 
lyzed. Neither the nervous speaker nor the psyehoneurotic de- 
hberately encourages his symptoms Both are overtaken by 
them when confronted with a difficult or intolerable situation 
The anxiety pairent can no more control his trembling than the 
confpsed speaker can control his shaking knees. The symptoms. 
however, a re not without purpose T] Embarrassing as the loss of 
voice and the trembling are to the helpless speaker, t hey put an 
end to the speechmaking In fact, they not qnly terminate his 
present predicament but they ajso guard against a possible re¬ 
currence by discouraging future attempts at pubhc speaking 
jSimi larly, the symptoms of the psychoneurotic usually provide 
a solution to h i^roblems , and tor this reason the patient may 
cling" to his symptom s and resist_t reatment . Loss of memory 
is ah inconvenient neurotic symptom, but as long as it persists, 
the patient is protected from thinking about the disturbing ex¬ 
perience that was initially responsible for the loss of raemor;0 

h_er sym pto ms, b ut they may provide a convenient escape from 
an, intolerabk,family, situation While ill , sh e is freed of re- 
sponsibihties and receives special attention. She may even ob¬ 
tain a long vacation away from home. 

The com pulsion to count steps a nd read signs is annoying, bnt 
by^concentrating on this senseless task the patient perhaps 
^voids more disagreeable thoughts. The soldier torn between 
' duty and fear finds m a neurosis a solution to his dilemma If 
he is unwittingly overtaken by chronic fatigue, a paralysis, or 
some other psychosomatic disturbance, he will be removed from 
the battlefield without loss of self-respect 
< is upportant to.. ]miember th at the psyehoneurotic does n ot 
c onsciously plan an„escapeJhro]igh_smmh3ms He is not a 
^ mahn.gerBr_QiLfaker T o obtain rel ief, he must sincerel y believe 
" 111 the reahty of h i a protective symptoms He is not trying to 
deceive^others, he is desperately tryingjo persuade himself that 
he is illj As soon as he realizes th p sigmfjpnnpp. f^f tuc ^ yi-npi-m-p p 
th ey lose their valu e and he must again face bis difficult, lea This 
point may be illus trated by a simple experimen t. 
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Let us assume that la te at night a student starts to read a 
(jull or dilEcult lesso n Soon he will begin to complain o f var i- 
ous symptoms He is sleepy, his eyes are tired, the print is 
blurred, and he is unable to understand what he is reading He 
accepts these symptoms as genuine and with a clear conscience 
decides to go to sleep. While p reparin g for sleep^ he picks up an 
interesting detective .story, or novel a,nd starts reading. Soon his 
sy mptoms vanish, and he may spend the rest of the night read- 
ing without discomforj;. 

Obviously, this student’s symptoms were mainly psychological 
He did not enjoy studying, but his sense of duty would not per¬ 
mit him to ignore his assignment completely. Without conscious 
planning on his part, he was rescued from this difficulty by 
appropriate symptoms that gave him an acceptable excuse for 
disregarding his lesson. The dynamic process underlying a neu¬ 
rosis follows a similar pattern. |The psychone urot ic is^not fully 
aware of the purpose of his symptoms or of the conflict that 
necessitates the appearance of adjustive symptoms. Thajwhole 
pr' ^s’s may take place at an unconscious leve l-] 

PSYCHONEUROSES AND NERVOUSNESS 

Nervousness is a popular term that is lo osely used to describe 
a wide variety of reactions Only a smalLnumbeiLQ i Egsons 
deified as “nervous^,i are suffering from psychoneuroses Most 
commonly, the te rm is applied to m(^idu&.lg„ wJia.a]ra restle^ 
fidgety, easily'lipset, and prone to brfe their nails or engage'in 
other stereotyped moto^ct0 T he explanation in these case s 
is that the ind i vidual is under tension for some reason and the 
motor hyperactivity is a means of releasing pent-up energy . In 
addition, patients suffering from chorea and other neurological 
diseases that produce muscular twitches, tremors, and poor motor 
coordination are also often described as nervous. 

[rhe term n ervous hreakdown h as an even l^s exact meanin g, 
It may refer to a psychonei!ffosis, psycliosis, neurological disease, 
physical breakdown, or bored attitude Individuals so labeled 
do not have “broken” or “weak” nerves, and their symptoms 
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are not due to overwork "Nervous breakdom” is a meaningless, 
and misleading diagnosis that is best avoided J 


PSYCHONEUROSES AND PSYCHOSES 


lit is important to distinguish between the psychoneuroses and 
the psychoses They have l ittle in common , each b eing an in - 
dependent entity with a different origin and qutcorne Psycho¬ 
neuroses are defini tely not early stages of psychoses. F ollow-np 
studi es (9, 24, 25) i ndicate that only 4 to 7 per cent of nsvcho - 
n eurotic patients develop psychoses m later ye ars Of this num¬ 
ber, some were very likely psychotic to begin with but were in¬ 
correctly diagnosed because of the relative absence of prominent 
psychotic symptoms in the incipient stagesTi In any case, the 
piobability of a neurotic person’s becoming psychotic is no 
greater than for the general population. At some time m their 
life, 5 to 10 per cent of the general population exhibit pronounced 
psychotic symptoms Hereditary investigations also point to a n 
, ab sence of any significant relationship between nsvehnsRs a. nd 
psyc honeur oses [The prevalence of psychoses among the parents 
of 890 psychoneurotic patients studied by Paskind (20) was 5 6 
per cent^well within the expectancy for the general population 
Only 4 per cent of the parents of the neurotic cases examined 
by Lewis (18) were psychotic.] 

[Som e of the principal points of differentiation between psycho - 
ftg &roses an d psychoses am, listed in Table I A part from h is 
^' ^relatiY^ly.iTmoc uni iS-and fairly understandable symptom a, t^e 
|is |~indistiiiguishable from iiormal mdividna.l ^ 


I I .I -- ■ - 

There IS no deterioration of personality, intellect, or social habits, 
and no^nihcanfljrganic pathology Happort with the world 
of reality and the social group is maintained. Speech and 
thought processes are logical and coherent Behavior is in con- 
formity'with cultural demands and responsive to social pressures 
Although the incapacitating symptoms of the psychoiieurotic 
ma y decrease wo rk efficiency, li mit social fentact s. a nd creat e 
personal distrete^ they do not m terferejwith the general welfare 
o f oth e rs or mak e his pres cnce.in society intolerable"^ 
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Table I Comparison of Psychonbobosis and Psychoses 


Psyclioneuroses 


j Etiology 


Psy chogenic factois and hered- 
ity of conaderable impor¬ 
tance, neurophysical and 
chemical factois msignificant 




0 




General 

behavior 


Social signih- 
oanoo of 
symptoms 

Self-manage¬ 

ment 


Speech and thought processes 
fairly coherent and logical, 
ahaence o f delusions, halluci¬ 
nations, and mental confu¬ 
sion 

Rapport with reality and social 
group retained Behavior in 
general conformity with ac¬ 
cepted standards of society 
Capable of self-management, 
paitially or complete ly self - 
suppoiting, r aiely suicida l 


jr' Personality 

J Insight 
^ Treatment 
' proceduics 


^ Course 


Li ttle or no change from nor - 
mal self 

GooJ~to fair 

FayorabJ-e resp onse to sugges¬ 
tion, reeducation, and othei 
forms of ps ychological thei - 
apy 

Symptoms transitory; outcome 
usually favorable, no deteri¬ 
oration, mortality late nor¬ 
mal 


Psychoses 


Hereditary, toxic, and neiio- 
logioal factors t he determin ¬ 
i ng agent s, psychogenic fac¬ 
tors may or may not he im¬ 
portant 

Speech and thought processes 
i ncoherent , bizaiie, and irra¬ 
tional, me ntal confusi on, de- 
lu^ons, and hallucmations 
coinnmn 

“Herd sense” and_social haMs 
l<^t, behavior at odds with 
accepted standards of society 

Incapable of self-management, 
often_suicidal; oonyiu^sory 
commitment to a mentahhog- 
pital or equivalent home caie 
e ssenti al 

R adical change , p atients look 
a nd act hke diffeient persons 

P aitial or Igclang 

S ymptoms unaffected by p sy¬ 
ch otherapy , tr eatment chem ¬ 
i cal and physiological 

Symptoms relatively constant 
from day to day, outco me les s 
fayxuaiile m most instances, 
de terioiation comm on, death 
rate high 


(5 


The psychoneurotic i^an acc epteef , usually self-supporting,!, 
pfl,rticip atmg: member of his community, free t o come and go as 
he pleases ' He has good insight inTo his conditio n He re^zes 
and wiU readily a ^nit that his ac t ions and id e as are somewhat 
peculiar] He is sensitivejp changes in the*^xt erna l enYironment. 
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.1A .'•'.'■oko of pOO'l +b'' a cr-'r^’-jt situation will 

res :'i ic . u alkM.. lo' (i li.- ci* i''! •■'i I I '.'.fl' ', hT s symptom s 
re spond t a voraolv t‘o ai^ggaarinn , r eedueauu u, psych oanalysis, m- 
spuqt iopa,] "pep talks/’ and other psychological techniques_i 
The Tpsychotlcl on the other hand, is tsh arplv~ ~differentiated 

of his ac tions, the 

1 1 11 I 

I ^ I' I I i( I I I '01 ^ 

(I'i'l ;■ li,-i('ii' li'i' '■ )..io|)!i I '('I'liiii II , 

and his general menta't'confqsion. Toxic and organic factors 
plaj an es'seritial roie,/!! many of the psychoses Especially 
.hnarked is the psychotic’s Ipss of con tact wit^the social, grpup 
'^The psychotic has wi&drawn from reJdSy into a.privai,e world 
of his oiyn. Consequently, his beh avior and thoughts are un- 
;affected’^y rules of logic, cultural mores, qToutslhe happenings 
A patient who claims he is Napoleon is unconcerned when pre¬ 
sented with evidence conclusively proving that he could not 
possibly be the French empero0 

j The bombing of cities during the Second World War provided 
an excellent illustration of the extent to which psychotic indi- 
I viduals are isolated from the world of reality. Hemphill (10, p 
177) has reported the fdlovun^jlescription of the behavior of 
patients in English mental hospitals dqring air raids’ 



The chronic wards sleep on through the continuous gunfire, and 
apart from a few restless cases early in the evening, patients in these 
wards ignore the whole terrible performance Just as their psychosis 
insulates them from the ordinary importances and responsibilities of 
daily life, so it shuts out and muffles the sound of the guns that come 
from a world they have left Djirmg the day, when sirens blow, one 
has an opportunity of observing how unreal and unimportant these 
sounds seem to be It is as if they were observing an action taking 
place which had no greater reality than the action on a screen of a 


This break 



one of the more important reasons 


necessitating compulsory hospitalization of the psychotic; for 
it not only interferes with adequate self-management but often 
-talso leads to behavior that is in-Conflict with the welfare and 


best interests of others. A further need for strict supervision 
results from the fact that the psychotic has little or no apprecia- 
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tion of his mental condition and generally insists that he is of 


sound mind. In cont rast with this self-annraisal 

ofrr'"d. h'' 4i"''“i ' . '■■■ 'ii'i'i 

th [' ''' ■ I'.. ^ ■ I .'I 'I (ii,' 



(■ I- 


iiaiured, neat, competent, and rational person they formerly 
knew has changed to a profane, destructive, and unreasonable 
patient or an apathetic, untidy, incoherent stranger. 

(P, ^1 additional point of contrast between the psychoneur^ses 
and psychoses is the more favorabk.fflitori£.Q£jiheiQrme i' In 
certam.types_of p^chpses the prognosis is_almost as good as in 
the psychonejiroses, but in most types t h e incidence of recover y 
fo r psychoses is considerably lower a nd the death rate is highe r 
Finally, the s ymptoms of the psychotic exhibit greater day-to - 
r day constancy, a nd do not respond to psychological forms n f 
^ lieraijfl 




SPECIAL THEORIES OF THE PSYCHONEUROSES 

J- Tension Theory of Janet.-J^ierre Janet, a French psychiatrist, 
has contributed a description of the neuroses based on t he co n¬ 
cep ts of psychological tensio n, nerv ous exhausti on, and mental 
dis sociatio n His fu ndamental assumption is that a certain lev el ■ 
of nsvcholo mcal tension is essential for the unification and i nte¬ 
gratio n of mental phenomen a WJipruthis energy level is r^ i 
d uc ed, men tal synthesis is destroyed and the way is prepared for 
the appearance of lower-order fmictions in the form of neurotic 
symptoms. Like defective or rundown storage batteries, n eurotic 
individu als do not possess suf&ci ent en ergy to f unction at pa r f 
The basic cause for the reduced tension level is poor hered ity. 
Other contributory causes include various ^e xhaustin g fact ors 
tha t^ consume the available eim rgy The more important of these 
are debil itating phv.sical disease s, exc essive fatigue resulting 
from physical or mental overexertion , a nd emotional shock s 
The lowering of nervous tension produces a corresponding lower¬ 
ing of higher cortical functions, and the nature of the resulting 
symptoms is determined by whether the energy diminution is 
general or localizedj 
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Types of Psyc honeuroses -T-Janet re cognized two typ es of 
psyclioneuroses, Eystena and psy chasthe nia When the lower- 
mg of nervous energy is_ localized, o nly spec ific functions are 
affected and ill k- i'’ n - - i-hy=ifr”ii tll'i ’THys- 

teria IS charai "M’/c , i i 'Ui ir , : Ci '''l■■usness 

and a dropprig o i oi (* i , • • i i < 'I'l:' , i I -im > < ideas 

We akened by th e lo ss of nervous strength, the mind gives up 
s omeof~Its functions. T hese emancipated functions become 
dissociated from the central stream of consciousness and lead an 
autonomous existence T he mnior symptoms of hysteria includ e 
IjQss or impairment of motor fnnctinna (contractures, paralyses, 
and speech disorders), loss or impairment of s ensory functions 
(anesthesia, deafness, and visual impairment), memory di sturb- 
ances, and fr agm e ntation of the personality as se en in dual per- 
so nalit ies. The functions are not permanently lo st; they are 
o nly temnorarilv bevond voluutaiy-caQtrojJ 
To account for the particular choice of symptoms, Janet offers 
several explanations. The dissociated function may be concerned 
with the reenacting of some earlier physical injury, real or 
imagined, or the reliving of some past emotional crisis, it may 
have been the activity m progress at the moment of intense 
emotion; it may have been the most complicated and difficult 
function for the individual, or the weakest and least well devel¬ 
oped Another determining factor is the suggestibility of hys¬ 
teria patients, which leads them to imitate symptoms they ob¬ 
serve 111 others or recall from personal past illnesses Physicians 
not infrequently suggest new symptoms by asking leading ques¬ 
tions. Ill order not to disappoint the doctor, they obligingly 
develop whatever symptoms they think are expected of them 
i^ All psychoneurot ic symptoms not included under hy stena 
we re classified b y Janet under the heading of “p svchasthe nia” 


(14) This was a br oad category that i ncluded not only phobias, 
o bsession s, and c ompulsion s, but also the various symptoms which 
are now regarded as n eurasthenic or a nxiety reaction s Janet 
a ssumed that m these cases there was a diffu.se lowennp' of necv- 
ous energy th at depress ed a ll mental fu nctions and prod uced a 
general disunity of the personality.' 
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Treatmen t -^According to Janet, the best safeguard against 
a neurosis is to be born in ji fam ily, possessing strong and abun- 
dant_Bsy_chip energy A seco nd and somewhat more practical 
prophylactic measure is to guide the e ducation and training of 
predi^jsed children al ong sound principles of phmcaFand'me 'n- 
tal hygiene. Start ing early in life they must be taught to avoid 
introspection, and reverie and encouraged to develop social poise 
and psychological independence In later years, they must seek 
a tranquil and easy life where all problems of business, of family, 
and of love arc reduced to a minimum In this way a person who i 
has received through heredity a very weak mental constitution I 
may avoid a neurosis j 

)>iOnc e the disorder has developed , tre atment consists in resyn- 
t.ViRsmma: the nersonality and restoring the dissociated functions I 
to t he m am str eam of consciousnes s with the aid of suggestiqn. .>.> 
m oral persuasion, h ypnosis, and all other techniques at the dis¬ 
posal of the therapist A supplementary m e asure is to build up ib 
the patient’s supply of energy t o prevent subsequent dissoci a- 
tionj. The n euroti c has a low psychic income and is living 
beyond his means He m ust carefully budget his energy and 
lead a restricte d, r estful lif e, fr ee from exhausting and exciting ■ 
in fluence ^ Thro ugh reeducation of the will and emotions , im-(S 
pr oved outlook on life , a nd participation in stimulating but non - 
exh austmg activities, he may increase his psychic income In 
some instances, energy economies may be effected by liquidating 
traumatic memories of unassimilated events These buried, emo¬ 
tionally charged memories tie up huge quantities of energy, 
When they are liquidated by recall and assimilation, the released 
energy is made available for other more useful purposes (15, 16) 

Eval uahon.- fj anet was a p ionee r in the classification and in¬ 
terpretation of the psychoneuroses. H is classical d esc ription o f 
hys teria, announced at the beginning of the present century, has 
survive d in almost unaltered form to the present day. Even 
though his concept of psychasthenia has beeiTgieatly modi fied, 
he was lesponsibl e for introducing this'term into modern psy- u- 
chiatry His writings are rich m suggestions that have formed 
the starting points for several systems of psychopathology Both 
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. Freud and Adler^ whose theories will be considered in a later 
chapter, have publicly a cknowledged their indebtednes s to Jan et. 
T he princinal criticis m that has been directed against hi s ap ¬ 
pr oach to the psychoneuroses is that his system is liinited t o a 
d''- lip'i " of ' I'f.v*' and ignores the dynamic con - 


, £i( ' i'! I uii<!( I ii !i( 111 'I. 

Pavlov and Experimental Neuroses.—+A physiological theory 
of the neuroses involving an imbalance between excitatory and 
inhibitory coitical processes was advanced by Pavlov on the 
basis of conditioning experiments with dogs Heredity, as man i¬ 
fe sted by ennstitiit ion or tem perament , is i^_e fo unda tion for 
neuroses, and a disturbance m equilibrium between excitation 
and inhibit ion is the precipitating cause"] 

I Animal Studies ^FelyIov recognized four principal tempera- 
ments in cloga Ranging from the highly excitable to the highly 
inhibitory type, these are the choleric, sanguine, phlegmatic, and 
melancholic. The classification is the same as that proposed by 
Hippocrates for man The two middle or central type s—the 
sanguine or active and the phlegmatic or calm—are stable, well- 
balanced dogs that have a high constitutional resistance to neu¬ 
roses The extreme types, the editable _choleric and the in¬ 
hibited melancholic, are readily liable to neurotic breakdown in 
the direction of excessive excitation or inhibition 
'iln his earlier studies, Pavlov (21) produced experimental 
neuroses m dogs by presenting them with a difficult discrimina¬ 
tion problem entailing a clash between excitatory and inhibitory 
responses]] In one experiment, a circle of light was flashed on a 
screen and food was presented ahnost simultaneously so that the 
dog was conditioned to salivate whenever he saw the circle or 
food signal. When this positive conditioned response was estab¬ 
lished, an ellipse of light was substituted for the circle, but each 
tune the ellipse was thrown on the screen, food was withheld, so 
that the dog learned not to salivate at the ellipse This discrimi¬ 
nation was readily made The experimenter then proceeded to 
make discrimination more difficult by using a series of ellipses 
that more and more approached a circle 
[jhe dog succeeded m making the proper discrimination as long 
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as the axes of the ellipse were as 7 to 8, but when the axes were 
as^Jo 9, the discrimination proved too fine for the dog and he 
brdre down All earlier established discriminations—even the 
e^^est ones—were now lost. The dog salivated indiscriminately, 
aUhe ellipse, circle, experimenter, and apparatus In addition,,' 
he was extremely upset and excited'! He tore at the restraining' 
apparatus, barked, whimpered, rejected food, and was unman-, 
ageable in general Attempts to continue with the experiment,, 
on subsequent days were unsuccessful Merely preparing the , 
animal for experimentation reinstated the intense emotional ex- | 
citement His usefulness as an experimental animal was ended 
(In later studies, Pavlov (22) has demonstrated that experi¬ 
mental neuroses may be produced in dogs not only by a direct 
collision between excitatory and mhibitory processes but also by 
overstraining the excitatory or inhibitory capacities of the ani¬ 
mal The excitatory cortical process may be overstrained by 
substituting excessively strong conditioned stimuli for the usual 
mild stimuir] Por example, a very loud noise may be applied in 
place of the customary mild sound Inhibition may be over¬ 
strained by prolonging the inhibitory stimuli or increasing the 
number of inhibitory stimuli in the system of conditioned re¬ 
sponses. Equilibrium may also be disturbed by training the 
dog to respond to stimulus A m an excitatory fashion and to 
stimulus B m an inhibitory fashion and then reversing the prob¬ 
lem so that A becomes the signal for inhibition and B for excita¬ 
tion. 


Under any of the above circumstances, easily excitable or 
cholqpic dogs tend to become panicky or fall into a state of drow¬ 
siness Weak, inhibited dogs of the melancholic type pass into 
a hypnotic trance, characterized by rigidity and negativism Q]x- 
p erimental n fiunoses thus_ produ ced are usually permanent, b^ 
the y may be cured by the admini stration~br5romides ^d caf- 
fein e or b y prolonged rest] 

^ther investigators (3, 4, 5, 19), utilizing difficult tactual, 
auditory, and visual discrimination problems as well as other 
conflict situations, have confirmed Pavlov’s findings with a va¬ 
riety of animals The symptoms noted have been uniformly 
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indicative of fear and nervous agitation. In some cases barking, 
aggressiveness, and lestlcssness are the principal reactions, and 
in other animals inhibition, rigidity, negativism, and sleepiness 
predominate > 

;One characteristic that differentiates experimental neurosis 
from ordinary neurosis is that the abnormal behavior is essen¬ 
tially limited to the experimental situatio^ Although minor 
residual and anticipatory symptoms may be present outside the 
laboratory (1), the animals show acute, easily observable neu¬ 
rotic disturbances only in the specific experimental situation. 
The writer has had an opportunity to observe two neurotic dogs. 
While in their living cage, their behavior was not noticeably dif¬ 
ferent from that of other dogs. When handled, they became 
excited and negativistic, but is *was not until they were actually 
restrained in the laboratory apparatus that they became wildly 
excited and unmanageable When removed from the experi¬ 
mental room, their acute symptoms subsided 

l^nderson and Liddell (1), Cook (3), and others have 
pointed o ut that r estraint of act ivity is essential to the prod uc- 
tion of e xperim ental n^psgs The animal's activity must be 
rigidly restiicted so that he has but one alternative, to make a 
simple response such as lifting a leg or to inhibit that response 
Di fiicult situations, f or exa mple maze nroblems that, p ermit free¬ 
dom of bodily activfi^or ind irec t dis charge of pent-up excite¬ 
ment, do not give rise to n eurotic beba.vioT^ 

\ Human ^Shadicsy ^ xperimen tal neurose s have been produced 
i n children b y Krasnogorsk i and his coworkers (17). nWone 
study, a six-year-old child was trained to respond in a positive 
way to a metronome beat of 144 beats per minute and to inhibit 
the response to a slower metronome beat that was gradually in¬ 
creased from 92 to 132 beats. The child successfully discrimi¬ 
nated between the positive stimulus and the negative slower 
stimulus with no signs of abnormality until the latter was in¬ 
creased to 120 beats per minute Up to this point the child was 
described as quiet, cooperative, and weU balanced. When pre¬ 
sented with negative stimulus of 120 beats, he became irri¬ 
table and taciturn and refused to go to the laboratory The 
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discrimination was then made more difficult by increasing the 
negative stimulus to 132 beats per minute This resulted m a 
complete breakdown of discrimination The negative stimulus 
now produced yawning and sleepiness^j 
' Evaluation —As a new and experimental approach to the 
problem of the neuroses, the Pavlovian theories are interesting 
and stimulating. However, it is questionable whether the experi¬ 
mentally induced neuroses are directly comparable with the 
usual forms of human neuroses T he principal difference is tha t u 
in the ordin ary p.syfihnna]irnsftc! the symptoms originate from fj 
inner strife, w herea s the acute symptoms noted m experimental 
neuroses are essentially learned emotional reactions that are 
determined by the environment and occur only in the experi¬ 
mental situation The latter are situational re actio ns r_atherc^ 
than t rue neuroses . ~ 

^ second point of contrast is that the cli nical pictures o b- 
serv ^in the ordinary psy chca ieuroses are morje varied and com - 
plex than those present in experimental neuroses. There are, 
however, some co mmon features . Bot h type s depe nd on consti- - 
tutional predisposition. Difficult problems of discrimination - 
that produce experim ental neu roses m some_animals fail to in¬ 
duce abno rma l behavior m m ore stable anim alsj The difficult ■ 
experi mental situatio n serves .the same gen er al pur pose in The 
production of experimental neuroses as that served bv emotional 
str ess and mental conflict in the ordinary psychoneurose s. It is 
the necf^sar v catalyst without which there would be no overt 
symptoms. 

SUMMARY 


[^Psychoneuroses are minor psychological disorde rs that mainly 
aff ect individuals w ho, becaus e of constitutional liabiliti es, are 
incapab le of effectively coping with difficult life situation s 
Sym.ptQiiis,. which may be physical or mental, are particularly | 
a pt to occur when the potential psychoneurotic is exposed t o j, 
some disturbing emotional experience or mental conflict s Symp- 
toms represent ]urlirPY»t. r»r n.bnn rmal attempt a_ at adiustmen k 
Although i ncapacitatmg and disagree able to the patient,_the- 
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) symptoms do not interfere with the we lfare of societ y, so that it 
is Tmnecessary to supervise or hospitalize psychoneurotic pa¬ 


tients. 
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CHAPTER VI 


HYSTERIA, ANXIETY STATE, AND NEURASTHENIA 


HYSTERIA 

Early Cnp rppti'niil-1-Hvst.prifl. is an ancient disease with an 
interesting history The name “ hysteria ” comes from the Greek 
word meaning uterus, and hysterical symptoms originally were 


thought to result from disturbances m body functioning produced 


by the wandering of the uterus about the body. In modified 


form, this early Greek interpretation has persisted up to recent 
years As late as the beginning of the present century, it was 
generally belieyed that only women were susceptible to hysteria. 


It was not until the First World War, when many soldiers de 
yeloped symptoms typical of hysteria, that this theory was 
finally disproved T he theory that hysteria is intimately assoc i¬ 
a ted with sexual maladiustment is still widely held. esneciRllv 
„ by psychoanalysts l < " '' 

A feresent Conceptio jj—jHv sterical reactions are .^s^ntially 
spontaneous, unpremediMetLattenipta.to circumvent or adjust 
to life difii culties through “flight in to in capacity ” T he loss o f 
f unction may be physical or psychological. According to Ken¬ 
nedy (8), functional incapacity serves a purpose m chronic cases 
different from that m recent or new cases” 1 In the early nr a.p.nt.f- 
stage, hysteria pr ovide s a means of honorable retreat from a.n 
anxiety-pro ducing co nflict situatio n, with a m mimuTn loss o f 
contact with everyday life In chronic or prolonged hysten ev 
the purpose of the functional incapacity is to achieve a more or 
less permanentlnode of life.iii:which the patient is allowed by 
his symptoms to adapt himself only to that part o f his environ¬ 
ment which he wishes to face. This generally involves a lower, 
m ore infantile level of adjustment) , 

'Physical Symptonisl—iPhvsicarincapacities center about the 
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'1 S ensory disabilit y. 

a. Anesthesias or loss of skin sensitivity to touch, pain, or 
temperature stimuli Anesthesias are usually restricted 
to circumscribed areas, for example the hand, that part 
of the foot covered by a stocking, or one-half of the body, 
In location they bear no relation to the known anatomi¬ 
cal distribution of nerves. ^ 
b Paresthesias or di sturbances in sensation , including tin¬ 
gling sensations and hypersensitivity. 

c. Vi sual impairmen t including blurring, '’acute sensitivity 
to hgh^ blindness, and other visual peculiarities 

d. A uditory disorder s ranging from difficulty in hearing cer¬ 
tain sounds to complete deafness. 

2 Motor disability 

a. P aralysis of various parts of the bod y. As m the case of 
anesthesias, the extent of the paralysis is determined by 
popular conception of organs rather than the anatomical 
distribution of nerves The arms may be paralyzed up 
to the shoulders, and the legs may be paralyzed from the 
knees down. ^ 

b Astasia-abasia, or in ability to stand and wal k A n un - 
usilal feature of this defect is that the patient is able t o 
move ins legs freely when lying in bed or sitting 
c. Hy perkinetic movements , including spasnis„_tremors, and 
con vuls ionlik e^eaction s. 

d Speec h impairmen t, including aphonia (loss of voice) 
and stu tterin g 
Ot her physical disabilitie s 

a Autonomic disturbances, including ex cessive swiftin g. 

b lushin g, and skin discoloration 
b V isceral impairmen t, including v omiting , lo ss of appe - 
tite, diarrhea, and cramps 

hysterical symptoms differ from similar reactions encountered 
in the physically ill m that there is no demonstrable impairment 
of the nervous system or the somatic tissues Hysterical com¬ 
plaints are patterned after organic injuries, but they are psycho¬ 
logically produced and maintained In hysterical deafness. 
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blindness, and anesthesia, the network of nerves going from the 
sense organs to the brain is intact Auditory, visual, and pres¬ 
sure impulses are transmitted in normal fashion to the cortex, 
but for some reason are not registered or attended to, so that the 
individual is not consciously aware of the incoming sensory stim¬ 
ulation Similarly, the network of nerves connecting the para¬ 
lyzed limb with the cortex is intact. H ysteria patients sufferin g 
fronayisceral sympt oms are physically health y] ’ 

(At first glaiTce, the physical symptoms of hysteria may appear 
rather baffling Is it possible for psychological factors to pro¬ 
duce sensory-motor disabilities? Are the symptoms real or 
imaginary ? What possible purpose is served by hysterical blind¬ 
ness, deafness, or paralysis ?J 

[These questi ons may be indirectly answered by examining a 
some wha^ imilar but nmre__fa niiliar reaction -"amHy fninbng' 
Medmal_students sometimes faint when th e;' ii'O" Ini' I'l' 
operation. In this case the sight of blood, which is essentially a 
psychological experience, produces a temporary but real loss of 
physiological functions Although spontaneous and unpremedi¬ 
tated, the faint is not without purp ose As a potential doctor, 
the medical student cannot very w ell wal£ o ut of the room be¬ 
cause the scene disturbs him, on the other hand, he cannot stand 
any more of this particular operation Hi s dilemma is cnn -i. 
ve nientlv solved bv fainting , which involuntarily removes him 
from the scene. Under different circumstances fainting may 
serve other purposes Ma ny mdiAoduals faint when they recei ve 
shock ing new s. I Here the faint i^a protecti^e___deyice. By im¬ 
mediately rendering the individual unconscious, it prevents any 
violent and possibly dangerous einotionaUreaction and thus 
softens the blow. I 

|T he interpretation of hysterical symptoms follows a. similar 
pattern . When conf ronted with an intolerable psychological 
situation, some individuals spontaneously develojT^hJi^al dis¬ 
abilities tha: li!i\i' '■line I' lo u' I ( ‘ 01 ('-( ‘I* ii uc 'I he_(,hm(‘(' 
o Usymptbrns IS not accidenta l Blindness or deafness may serve ^ 
to protect the patient from disagreeab^ scenes or verbal re¬ 
proaches. A paralysis may provide an acceptable alibi for dis' 
contmumg a dangerous or disliked job. Frequently, the choice 

. \ ' 
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of symptoms is influenced by previous ailments., A person who 
years ago suffered from an organic leg injury may later develop 
an anesthesia of the affected part B ut it must not be mfer reil 
'.from t he fact thatjh e patient.jitil i^es hiSLs ymptomsJ^^^^ he, is 
mnsciou slv faking them l^ ''^ he underlying mechanism is un- 
consciQUS The patient is actually incapacitated, and he 
honestly believes that his symptoms are rea p 
Inhere is, however, one peculiar aspect . A person who is in- t 
capacita ted by an actual physical in.m ry i s usually greatly per ¬ 
turbed bv his loss of function a nd eager to obtain treatmen t 
The h ysteria patient , o n the other hand , is quite unconcerne d <- 
ab out his paralysi s, d eafness, or loss of spe ech, and unless pressed 
to do so, he wi ll rarely seek treatm ent. This attitude of in¬ 
difference IS in keeping with the interpretation of hysteria al¬ 
ready outlined^ The patient unwittingly d enyes considerable ' 
profit from his symptoTPH In_a_ddition _to eliminatmg conflicts 
and providing,a means of adjustnignt to or 

retre^ from his problems, the symptoms encourage sympathy 
and other secondary gams Quite understandably, therefore. 




he d oes not care to inquire too deeply, into his in capac ities orjto 
r ish their removal through treatme nt 
iMental Svmptoms.\ ^ he major m ental symptoms of nysterlir" 
are concerned with loss pf memory an d personality dissociation 
The most com mon manifestation is forgetting one’s persnufll 
identity. This is a form of amnesia in which the patient is un¬ 
able to remember his name, his address, his family associations, 
and his past personal life T he memory loss, however, is not 
complete. V ocabulary , soci^. habits, and impersopaLmemqries 
areVetained, so toat the^ndividual usually^ gives a surface im¬ 
pression""^ normal behavior.! i- ‘ ' 

Almost invariably, hysterical amnesias are precipitated bv 
so me distressing emotional situatinn Unfortunate'love affairs, 
domestic 'conflicts, and financial_reverses are common precipitat¬ 
ing agents Unab le to tolerate the p ain or sho ck of s ome mem- 
ory,Jhe m ind subconsciously seeks a n escape thrgugh forgetting 
The escape is a temporary e mergency expedient After the .pa¬ 
tient,has JiacLa_few hours or days to re cov er from the initial 
shock, the lost memories return spontaneously. The identity of 
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amnesic patients can us ually be ^etermi^d thr ough questionin g 
the patient after he has been placed m a drowsy state bj hypno- 
sTs dr'a”sMa|Iye“^^ Upon awakening, the patient may still 
not know who he is, but th e mater ial obtained during the drowsy 
state may aid the patient to rememb er,i"~ 

^verJ^ample s of hysterical amnesia have been reported by 
Kanzer (7). One patient, a married woman, asked a pohceman 
to take her home, as she did not know who she was or where she 
hved. She was taken to a hospital,-where_under _the mfluence 
of a sedative drug she told of her marital unhappiness and love 
for another man. She had finally decided to ask her husband 
for a divorce and had an appointment to discuss the matter with 
him. After waiting in vain for two hours for her husband to 
appear, she wandered off and l ost her memory, 
i' "Rejected “ lost” me pi QT-ips arft_so iTifi.t.vrnes sufficiently strong 
a nd integrated to lead a fairly indepe ndent existence, as wit- 
, nessed in somnambuhstic. or sl eepwalking, stat es While the 
T&iain personahtv remains asleep , a dissoci ated fragment thati 
i ifnght be considered a secondary persona lity takes con trol and 
en gages in va rious ajatLYitie^ Th e secondary personality is 
>‘'ne ither asleep nor awa ke Although not fully conscious, the 
^^dlvldual may correctly perform intricate feats during his noc¬ 
turnal stroll. The patient may even dress appropriately for his 
act. Ross (11) mentions the case of a somnambulistic naval 
officer who always dressed in full uniform before he left his room 
and “walked the deck ” It is sometimes possible to engage the 
somnambulist in conv ersation Upon awakening, there is an 
amnesia for the sleepwalking episode 
i janet (6) ma intains-th at somnambulisms are concerned w ith 
the reenactment of vivid emotional experiences that have been 
split off from the total personality. A second and somewhat 
similar interpretation is that th ey are manifesta.tim-is nf re- 
pressed memories which are held m check as long* as_the^ indi- 
vid ual IS aw ake and alert but whic h co me to life wheiiwjLgilance 
is re^e d during slee pj Either interpretation is well illustrated 
by the famous sleepwalking scene from Macbeth, in which Lady 
Macbeth reenacts the murder of the king and makes futile sym¬ 
bolic attempts to wash this bloody stain from her mind. 
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^ Tin rare instances, the desire to escape from an intolerable 
situation takes a more drastic turn ^an a simple lapse oLmem- 
^ ory I n addition to forge tting hi^identity and past ^rsonal 
^ hfe, the patient runs awdy from home and starts life anew in_a 
rligtant place. T his reaction is called al^irgiie^ the French word 
for flight A fugue is a special form of amnesia and as such is 
subject to the same general laws. G enerally precipitated bv 

it is a literal flight from 

several mont hs.] Isolated 
episodes have been recorded, but the more general rule is for the 
wanderings to recu r from time to tim e When the patient 
“awakens/’ he has a complete amnesia for the period from onset 
of attack- t o its end and is much surprised to find himself miles 
away from home, in strange surroundings, with no inkling as to 
what has happened (The secondary personality in charge of the 
fugue state is neither famihar with nor interested in the former 
life of the basic personality. However, he avails himself of the 
psychological and physical assets of his_^predecessor, so that his 
/behavior to an onlooker seems norms^ He has no difficulty 
in makii^necessary purchases, conversing with others,,or-other¬ 
wise conducting hims elf in proper fashio n. [During the fugue 
...^he mtient changes his nam e. T he new life entere d upon is 
usua^ on e at a lower sociointellectual leveh 
An e xcellent study of a fugue has been reported by James 
(5). An itinerant preacher, the Reverend A. Bourne, drew 
several hundred dollars from a bank in Providence, Rhode 
Island, and then disappeared Two months later, a man call¬ 
ing himself A J. Brown, who had been conducting a small shop 
in Norristown, Pennsylvania, woke up in a fright and called in 
the people of the house to tell him where he was He said he 
was the Reverend Bourne, that he was entirely ignorant of 
Norristown, and that the last thmg he remembered—it seemed 
only yesterday—was drawing some money from a bank in Provi¬ 
dence He denied all knowledge of Brow n, buNunder hypnosis 
the latter personality was easily made to appear Brown had 
heard^fTEeTlevefehdTBourne but was not sure whether he had 
ever met the man. When confronted with Mrs Bourne, Brown, 


Hfim e^ stressful emotional experienn e^ 
som e personal dia.Cll Itv. 

last a few hours or 
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still in a hypnotic trance, stated that he had never seen the 
woman before. Memory for the Norristown episode was in¬ 
tact. He gave no motive for his wanderings except that there 
was “trouble back there” and he “wanted rest.” The Brown 
personality appeared to be a rather shrunken and dejected image 
xrf the Reverend A Bourne. 

coustitute an even m ore dramati c hys terical 
reacfann. This phenomenon d iffers from a fugu e in that the 
p atient pe nnrj ics b y fl uctuates from o ne t ype of p erson to an ¬ 
ot her w ithout running aw ay or changing^ his residency Since 
personality anomalies of this type have been observed by only 
a handful of workers and are no longer seen today, it is most 
likely that dual personalities never occur spontaneously^^ In 
large measure the cases described have been Pygmalioii<smf their 
discoverers, created out of the suggestibihty and play-acting 
propensities of the hysteric 

practically all known cases are based on the age-old division 
of the human personality into t wo opposing selve s, the Good 
You and the Bad YoiD This dichotomy of personality, so preva¬ 
lent in religious themes, fairy-tales, and fiction has been ex¬ 
pertly portrayed ^ Stevenson in his famous story of Dr Jekyl 
and Mr. Hyde. \The Good You is socially well behaved, re¬ 
strained, conscientious, and highly moral. The Bad You is 
impish, amoral, infantile, and selfish In Freudian termino l- 
ogy, the QoodTo u Ls dominated a nd guided bv th e strait-laced 
Super-ego ; the BM.Yqu .is motivat ed bv the uninhilnted p lgjs- 
u'.- r-'.’■ T-’"' 

„ stencal, individuals experience periodic 
conflicts between their prim, moral, good tendencies and their 
carefree, amoral, bad temptations. H ysterical individual s, be- 
c ause of th eir in adequate integrat ion, fi nd it more diflScult to 
u nffy the warring factions into a harmonious single person al- 
i;^ There are periodic revol ts, which with proper psycho¬ 
logical handling can be built up into distinct personalities com¬ 
peting for control of the body. 

\Once established and maintained by autosuggestion or exter¬ 
nal suggestion, the dual personahties lead fairly autonomous 
existences, each having a memory system of its own There is 
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usually, however, some vague awarenes s of the co-personahtv’ i 
The transi tion from one personality to the other may occur ^ 
foll owing sleep or i n the waking sta te. One personality recedes 
and IS immediately replaced by the other whose actions, speech, 
and general behavior are often radically different from that of 
the previous personality. The personality in charge at the mo ¬ 
men t may dmy all knowledg e (rf the othe r or may_ridiciJe.or 
offer apologies for the con duc t o f the_other 
The “Norma-Polly" case studied by Goddard (3) provides a 
typical example. This girl had a long history of sleepwalking, 
general exhaustion, and personal unhappiness dating back to 
early childhood. The di ssociation i nto t wo personalitie s oc¬ 
curr ed durin g late adol esfleace Norma, the '^good” personal¬ 
ity, was a well-behaved, restrained, mteUigent, polite, somewhat 
neurotic girl of nineteen. At times she would wake up from a 
disturbed sleep as Polly, the “bad” personality. This second 
personality was a willful, impudent, boisterous, and mischievous 
child who alternated from four to fifteen years m stated age and 
behavior. Polly’ s memories and experiences were not direct ly 
avail able to Norma, and, conversely. PoUy did not know of 
Norma’s existence until told. Accordi ng to Goddard, th e Polly 
ne rsonahty served as an escape from the monotony, drud gery, 
and responsibihtiR.s faced by Norma m her work as a domes tic 
Wit h the aid of hypnosis and res t, it was eventually found pos - 
I sibl e to prevent the return of Polly b y strengthenmg the Norma 
pe reonah ty. 

cases, so rare as to be psychological curios, have also 
been reported in which the personahty was split into more than 
mo parts, thereby constitutmg multiyle versonaktie s. The 
'’’^underlying mechanism is the same as that for dual personali¬ 
ties The Miss Beauchamp case is the most famous Thi.“ 
young lady, intensively studied over a period of years by Morton 
Prince (10), exhibited three distinct personalities that spon¬ 
taneously appeared and disappeared m kaleidoscopic succession. 
Each expressed individual views, ideals, tastes, and manner¬ 
isms; their individual characteristics suggesting, according to 
Prince, "The Saint,” “The Wom^” and “The Devil.” 
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The Saint was an idealistic, conscientious, reserved, somewhat 
sad and neurotic individual The Woman personified “the 
frailties of temper, self-concentration, ambition, and self-interest 
which ordinarily are the dominating factors of the average hu¬ 
man being.” The Devil, also known as Sally, was not an im¬ 
moral devil but rather a mischievous imp who was always play¬ 
ing tricks on the other two, such as getting them intoxicated, 
undoing their knitting, hiding their money, and sending them 
boxes containing spiders. Sally had an advantage over the 
other two personalities in that she shared their memories, but 
they knew about Sally only by inference or secondhand infor¬ 
mation. With the aid of hypnosis and suggestion, the real Miss 
Beauchamp was eventually found by merging the Saint and the 
Woman into a cohesive whole and “squeezing out” Sally, the 
troublemaker. . 

Personality of Hysteria Patients.-t^The simplicity of the un - 
derlymg mechanisms and the nature of the symptoms sugge st 
that per sons who devel op hy ster ia pos sess man y of the charac- 
>>^te ristics commonly nhsp,rverl ip They are usually 

naive, highl y sQg gestible. eg ocent ric, unstable mdividuals who 
cra ve attention and sympa thy. Their emotio nal reaction s, 
which are often substituted for logical responses, te nd to be 
im matur e, im pulsiv e, and inconsistent! 

Whe n thwarted , hy steria patients may have temp^ |^Jmjmms 
Sudden shocks may precipitate uncontrollable, artificial laughter. 
Toward their associates they frequently display ambivalent 
love-hate attitudes Deficient in character and fortitude, they 
are poseVs rat her than doers. To obtain their ends they will at 
times resort to pseudo threata. of suicide. They have yivid 
imaginations, and their reactions are more theatrical than sin¬ 
cere Their unconscious play ac ting of symptom s gr atifies thei r 
fo ndness for the limelight and t he-dcamatic 

Wayes of mass hysteria that periodically sweep through a 
country are largely the result of the suggestibility and latent 
theatricality of hysterical individuals. Lac k oThigh idea ls and 
pronen ess for forgetting make_it easy to thei^ through self- 
deception and functional incapacity, to escape the rigors and 
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^chal lenRes of life H ysteria for them is not so much a disease as i 
a w ay of liv ing- 

[A lthough mainly observed in persons with limited education 
and intelligence, hysteria ii~occasionally encountered among 


intelligent, well-educated people According to Ross (11), the 
presence^ hysteria symptoms m the latter group signifies a 
greater d amage to the perso nality than m the uneducated For 
the mentally dull, hysteria is a simple, prote ctive or escape 
ftTTfl.n'gement that is easy to cu re. [When it occurs in th e m ore 
intell igent , hysteria represents a last desperate resort, an un- 
conchtional sui M d. I I’.a! > ( \'ii • ITni.l' 'i (iureTj 


Illusteative Hysteria Case 


» 'A ' ‘ i 

^ r ^ / P. 


A young woman cited as the reason for failure to hand in an essay 
on the assigned date the excuse that her light arm was“'^araIyze®from ' 
the shoulder downward Indeed, it appeared to hang lifeless by her 
side, and her request for an extension of time seemed to be a ]ust 
one Advised to consult the college physician, she complied and 
underwent a thorough examination He reported that there was no 
apparent reason for the paralysis and, suspecting a mental conflict, 
urged her to consult her priest Since she had forsaken her church 
affiliations upon leaving a convent, she did not carry out his sugges¬ 
tion £fier_nine weeks she recovered full use of her arm,, J' 

Four weeks later she l[St her voi^ and whispered her inability to t 
take part in the ^ass discussions for a timi^, Again her instructor 
counseled her to visit the office of the college physician Fmdmg 
nothing apparently wrong with hei articulatory apparatus, he sent 
her to a specialist, who made a thorough examination The specialist 
professed to hei his conviction that there ^as no physiological rea¬ 
son why she could not talk normally This diagnosis, given frankly 
and gruffly by a busy man, incensed the patient, and she vigorously 
whispered derogatory remarks to him On her return, she expressed 
to several people her low opinion of a professional man who could not 
perceive that there was a real malady in her vocal apparatus After 
four weeks the hysterical aphonia [disappeared , 

She later confided to the writer the mechanisms behind the hysterical 
symptoms At the time her right arm was paralyzed, she felt obli-i/ 
gated to write home about her secret marriage to another student 
Since this news would be upsettmg for her parents, she dreaded the 
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ordeal of acquainting them with the information about her indiscre¬ 


tion T' (' |v 


fi d ■ ‘‘ ion r'l '’I'Vri 'il 


duty, i' I, - Cv'i ' y‘ ■ '!> ■ < li. ‘uii 'id 

hang limp by her side, but on analyzing her situation now, she was 
sure that she had clear insight as to the real cause The hysterical 
aphonia she explained as arising from her need to confess to a priest 
her misdeed The inhibitions were, however, too great to allow her 
this relief, and consequently she believed her loss of voice to_be at- 
tri butable to an unconscious repression 1 -i ■ ! . ^-i ■ ''ii'i- dt, 

she was able to give cogent reasons for both pf these hysterical 
paralyses and to show how they were subterfuges to escape from 
severe mental conflicts The insight came only after she had an¬ 
nounced her marriage and was on the point of leaving college. [Con¬ 
densed from Harriman (4).] 


ANXIETY STATE 

Symptoms.—[Anxiety reaction is the mgs^ common form of 
psychoneurosis oc curring among i nd ividua ls p ossessing above 
averse intelligence. It has been defined bv tUdssI (11, p. 31) 
as “a aeries of symptom s, w hich arise from faulty adaptations 
to the stresses and strains of life It is caused by overaction in 
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[Freq uency of a cute attac ks vanes with t,he inrIi-virlTipl 
Some have them d^, others experience them considerably less 
often. Rpt-yyeen attacks. iriOTY rp1at.iye];r_frpp.nf 

y Interpretation.'^^Tojind erstand the symptoms of the anxiety 
patient, one hagjm^LiOL^xanune ihe jeactions-oL-normiindi- 
vidiials t o distressing or msurmount able life situatiojig The 
student unce rtain of his abili ty to pass an exammation, and the 
indmdual working at a job beyond his abilities, present anxmty 
reactions i n minia ture. They are tense ^nd apprehensive. They 
cannot marshal their thoughts or concentrate their attention 
Fleeting fears jif impending doom and disgrace plague them 
On the InhysicaTiid^ there are the usual symptoms that accom¬ 
pany intense emotional disturbances They feel limp and ex¬ 
hausted, break forth in a cold swe at, hear their hearts pound¬ 
ing, are overcome with a sense of suffocation, and are acutely 
aware pf all forms oj^abdpminaFdiscomfpr^ 
jrhere are, however, certam crucial points of di stinction b e¬ 
twee n the anxiety of the n ormal and the neurotic. The |nonhaI] i 
individual real izes the cause of his anxiety and soon gets ove r 
it,_The lan55ety patient! is usually only dimly aware of the truci^^ 
nat ure of the conflicts , frustrations, and difficulties that b^et*^, 
him, md h is symptoms persist over long period s' * This Is due’'! 
to the fact that the sourc e of normal anxiet y is to be found pn-i'. 
manly m som e specific external dan ger or th wart mg sit uatio ni'^j 
whereas the more exacerbating a nxiety of the neuro tic ^arises 
from inner dangers and frustration s"] 
fFrequently, th e sour ce of the neu rotic’s anxiety is traceable*^ 
^/fo som^disturbing childhood experience! Symptoms originally 
arising from such an experience may re appear years later when 
the i ndividu al i s exp osed to a neutral situation that contains 
some element in comm on with the original disturbing experi¬ 
ence. The incidental common element may reinstate thelvhdlef 
emotional reaction without recaUmg to mind the original cause, 
so that the individual is at a loss to explain his symptoms ! 

^n interesting s ubdivision of an xiety patients on the basis 
of similarity m dynamic patterns has been reported by Coon 
andEaymond (2^ Their chnicalmaterial was obtained from a 
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private sanatorium, specializing in the treatment of psychoneu¬ 
rotic patients of above average socioeconomic status. Three 
mam groups were noted 

^¥. I Over ambitiQus. conscientious, dynamic, energetic persons 
who drive dri'~arTever pitch toward well-definedT^en quite 


m aterial goal s. Iney nab'itually meet even the slightest threat 
of'failureoy frantic redoubling of effort. Their programs of 
daily living become increasingly ill balanced, t hey know little 
pla 3 {_^or recreation, and m the face of mounting stress, they 
develop great anxiety and distressing bodily and mental symp- 
toms.J,E'lily v'-'-'c.iii- .-f"-" i (■' 1 i’ i andjiasic 
feelings oi i' I'c < : <>!•. ■ ■ ii.' ■ n i :( ii-e fiequent 

Most of these neuroses become manifest m the later part of 
middle life, usually in response to rather definite threats to the 
consummation of ambitious goals 

/Jl. rather broad grouping of e ss^iallv immatnr p nvprdp- 
p e^'I'-; ' I II'! c ,11 'ii')'-i(‘lic.d p(( i;'l (some with comparatively 

mo ■ M ii(■riraT'f'~[ov‘i‘«'! o are ill equipped to mee t 
t he ordinary tests of lif^ Many of them have had fre quenf ill ¬ 
ne sses in childhood and have been ove rprd^cted by pare nts who 
unduly emphasized sickness Habit tendencies to develop phys¬ 
ical symptoms m stressful situations are frequently noted 
Various combinations of factors play a role in crippling the 
lives of the people in this category It is felt, however, that the 
most vivid and fundamental motif which runs through these 
patients’ history is a persistent inabihtj to progress gracefully 
Tr.i-'- tile ■-Vpo’-’drnre ai d egocentriclty of youth to adult re- 
"P'Oi- }!li (■' ’ll. '(' p'tients are early imbued with the con¬ 
viction that they are precious and delicate c reatures. They 
soon learn to use their seeming frailty for purposes of exploita¬ 
tion, thus establishing the neurotic pattern of getting »,tt ftnt,inn 
and savin g face throug h illness 

I '■i \A group of de pendent, emotionally immature marnp rl 
women, mo stly of middle age , wh o weie pampered and spoile d 
in chi. 


rather unsympathetic, undemonstrative, ex 


sophistica ted husbands who cause them to feel markedly lone ly. 
insecure, inferior, and unimportant.i These women have oftpri 
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exhibited delicate health in youth They rinw reset, t,n j-.Keir 
iin ha ppv- doi nestic a i tiiat i nn . hy . rievelnpi n g f e . tign e^ irrit,nhi1i+y ^ 
depr essed spirit s, a nd chronic myalidism—reactions which, as a 
rule, augihent their husbands’ impatience and criticism A few 
of the women of this group demand an inordinate amount of 
sympathy and attentio n, not as a result of f^firlv namnering and 
adulation bu t rather because of a keenly felt afFpetinna.l fjpprj ya, 
tion in childhood. 


Illustrative Anxiety Cases 

Three months before graduation, a college senior developed a per¬ 
sistent cold that necessitated Ins staying home for three weeks On 
his first day out, he started to take a short walk but suddenly felt so 
exhausted that he returned to bed. The following morning, while 
having breakfast m bed, he became aware of a pal pitatio n of the 
heart Since he was lying perfectly still, he became alarmed at this 
and thought the end was near The f amily doctor was called and 
administered a sedative Later the physician assured the patient 
that his heart was sound and infoimed him that the cardiac disturb¬ 
ance had been set off by some gastiic upset Two days later, while 
eating, the patient had a recurrence of palpitation and intense fear 
of death On this occasion his abdomen f elt te nse He noted bubbling 
sensations in the stomach and little twitchings under the skin This 
started a long series of medical examinations, laboratory tests, and 
rest cures that were all without avail 

Three weeks before the end of the semester, he sought psychologi ¬ 
cal a ssistanc e Examination of his future plans revealed a strong 
resistance to entering his^father’s business upon graduation There 
was also a history of previous attacks of a milder intensity that were 
associated with earlier social and sexual adjustments The pjijent 
was i nformed of the role of emotional disturbances in produci ng physi- 
cal sympt^s, and_a plan was suggested for solv ing his vocational 
conflict This resulted in a considerable improvement, followed by a 
relapse in a few days The relapse started the patient on another 
round of medical examinations that confiimcd previous findings to the 
effect that his physical health was good He was advised by several 
physicians to forget his symptoms and he would be well Being unable 
to follow this advice, he again sought psychological assistance Treat¬ 
ment centered about the point that he must choose between a life of 



126 


ABNORMAL PSYCHOLOGY 


chronic invalidism or a normal healthy existence He was told that 
choice of occupation was a decision he must make. If he felt he would 
be unhappy working for his father, there was no reason why he 
shouldn’t seek other employment The patient reluctantly agreed 
that it was all up to him and in a few days returned to report that he 
was completely well. When last seen, three months later, he was still 
in excellent health. 


A conscientious, hard-working middle-aged man with great respon¬ 
sibility and business worry led an imbalanced life of all work in the 
hope of enjoying himself at some vague future time. In the face of 
business difficulty, he became more and more tense and exerted him¬ 
self beyond all reason Anxiet y symptoms were m isinterpreted by 
him as a fatal heart diaeaaa fiuch as had killed his father in the prime 
of life, and,he gre w namck v A nasal opera tion, influenza, and a 
trying domestic situation were further contributing factors in his 
neuroses, in which fear of death, palpitation, and anxiety were promi¬ 
nent. H e was apDarentb !Jielped...a eatly by reeducatio n and r^ssur- 
ance, he lives a more balanced life and has reconstructed his ideals 
somewhat [Condensed from Coon and Raymond (2, p 37) ] 


During her first-semester examination period, a freshman visited 
the psychological clime because of extreme tension She was jittery, 
wept easily, and complained of insomnia, nausea, loss of appetite, and 
fainting She was convinced that she had failed the examinations she 
had taken and would be unable to take the remaining ones Although 
she had been studying 15 hours a day for the past three weeks, she 
found that as soon as she read her examination questions, her mind 
went completely blank. 

She had entered college with the idea of becoming a famous physi¬ 
cian In high school she had obtained excellent grades and had always 
regarded herself as a brilliant student. Now she had lost all confi¬ 
dence in herself and thought that she must be losing her mind Be¬ 
cause of her poor college marks, she felt that she had disgraced her¬ 
self and disappointed her parents who had been very proud of her 
T he explanation for her anxiety lay in the discrepancy between her 
hi gh aspiration s, fost ered by earlier successes , an d her mediocre ab il- 
ity Her greatest ambition was to be at the head of her class, but 
she possessed only average mtelligence as compared with the college 



HYSTERIA, ANXIETY STATE, AND NEURASTHENIA 127 

level Treatment consisted of assistmg her to obtain insight into her 1 
problem and persuading her to accept a more modest goal • ' 

Interview with a timid forty-year-old clerk who for several years 
has been unable to hold a position because of recurring anxiety !* 
attacks: 

What has been your trouble? 

“For the past two years I have been so nervous and jittery. I just 
can't seem to eat, sleep, and I know I am getting worse ” 

When do these symptoms become evident? 

"It bothers me most when I have to make decisions or meet 
strangers I become extremely nervous, my heart beats violently, and 
I frequently break forth in a cold sweat ” 

Can you describe your symptoms m greater detail? 

“Yes I have had it so often that it has entirely replaced my nor¬ 
mal reaction I lose all control of myself and sometimes I shake like 
a leaf When I get in such a state, I find it difiicult to breathe and 
feel as though I was going to choke to death This feeling that some¬ 
thing terrible is about to happen keeps me awake most of the night 
I don’t know why I should react like that ” 

What have you done to control it? 

“I have been to numerous physicians and clinics but there doesn’t 
seem to be anything that can be done for me It just comes over me 
and there is nothing I can do about it ” 

_ NEURASTHENIA 

Definition.—^he s ymptoms of the neurasthenic, like those of 
the anxiety patient, r esult from e motional overreac tion to baffling - 
p ersonal problem ^ They represent ineffectual struggles agams t^-^ 
f rustrations and difficulti es ^he tw o disorders^e so simi lari- 
m etiology and symptomatology that many mod ern p sychiatrists 
p refer to classify both disorders under the general heading of 
an xiety reaction s. There are, however, some a dvantages in re- u- 
tainmg the diagnosis of neurasthenia a s a separate entity The 
dominant feature of neurasthenia is one of continuous exhaus- i 
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tion. Beard (1), an early American psychiatrist who originally 
coined the term, a ttributed the disease t o a general weakenin g 
of tlie nerve cells produc ed* by over^rk. T his interpretation 
haaBeeTi f lisearde d and supplanted by a psychological one that 
'.reg ards the exhaustion of the neurasthenic as a by-pr oduct of 
d persistent nonadjustive emotional rea etio ns I t is not overw ork 
[b ut prolonged emotional tens ion th at is the p recip itatin g^a,us^ 

Symptoms.—Almost all neurasthenic patients complain oT 
undue fatigabili ty. They are tired from the moment they arise 
‘ m the morning until they retire at night Th eir weary lim bs 
refus e to fun ction, and the slightest tasks assume gigantic pro- 
. portions Th”e fatigability also ex tends to their menta ULife. 

, They feel dull and depr^ed, are devoK^f interest, and experi- 
^^ence greaj difficulty m_thmlan^ 

iThe fati gue o f the neurasthenic differs m several respects from 

- n ormal fa tigue To begin with, it is not the result of actua l 
o verexertio i^ There is nothing m the work history of these 
patients to warrant the severity of their symptoms ; The 
fatigue _i^ essentially a psychologica l phe no meno n As such, it 
I S not influenced by re stj Months of idleness fail to restore 
normal physical and mental vigor furthermore, the f atigue i s 
selectiv e The patient is completely worn out by a five-minute 
business interview, but he experiences no difficul ty in discuss ing 
his symptoms by the hou r j H ousework is extremely tirin g, but 
a strenuous evening of dancin g is stimulating This peculiarity 
IS of course not limited to neurasthenics Normal people also 
find work more exhausting than vigorous sports, and it is usu- 
^ly the most distasteful duties that prove the most fatiguing 

fA second characteristic of neurasthenia is the presence o f 
s omatic symptom s Binding sensations about the neck , head, 
an d should ers are faiily common The muscles of the neck may 
eeem to be tied in knots, and the top of the head may feel as 
if it were encircled by a tight ring Many patients complain 
of g astrointestinal disturbances, bac kaches , headaches, and dif¬ 
fuse pains Meals are sometimes prolonged for hours because 
u of p oor appetite a n d difllculty in swallowin g. Sle ep is often 

- d isturbe d. D uring the nigh t, the patient is unable to go to 
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sleep) and du ring the d ay, he finds it difficult to stay awake 
A pathy and irritability are the prevailing moods.^ 
lU nlike hysteria patient s who are inclined to ignore thmr physi- > 
cal symptoms, n eurasthenics are acutely aware of their ailment s. ' 
T hey describe them in great detail to all listeners and are con - 
sta ntly seeking treatmenT, They often go the rounds from u 
clinic to clinic, from physician to faith healer to dispensers of - 
patent medicines, in their unceasing quest for some magical 
remedy that will miraculously cure them of their ailments 
T. flp.h new remedv-brings about some temp orar y improvement, 
t hen theie is a r elapse , foll owed by a change in treatment 
^ince the y generally look healthy , the disparity between their 
exaggerated symptoms and their apparent good physical health 
has earned for this group of patients such epithets as “enjoyers 
of poor health” and “clinic shoppers ” 

[Ss a group , neurasthenics tend to have ne gative persona li- ^ 
ties They fr equently annoy fr iend s and docto rs by their con¬ 
stant Complaints, complete Selfishness, morose outlook, and ap¬ 
parent uWillingness tqjielp themselves to a fuller enjoyment of 
life.. When they consult a physician, they expect him to assume 
full responsibility for their health, happiness, and succe^ As 
reported by Weiss and English (12, p 552), n eurasthenics seem 
t o say , “The re’s my story, doctor ” (after taking plenty of time 
to tell it in detail). “No^^ou pat m e and rub me and_feed 
me medfcme and take my pains away and give me a gooiCappe- 
tite and an easy'^owel movement and a good night’s sleep, and 
give me inspiration and happiness and tell me how to be suc¬ 
cessful And while you are about it, get my mother-m-law out 
of the house and I’ll pay yo u when I get a job.” 

Interpretation.—p'he exhaustmg nature of continued emo¬ 
tional tension provides an adequate explanation for the initial 
appearandb of symptoms Normal individuals freouentlv i-ex- 
hibit similar reactions when under strain What differ entiates 
the n eurasthe nic from the normal is the persistence of his svmp -ii_ 
t oms They may last foy months or y ears and in severe cases 
reiSt m chr onic psychological mvalidisnu] Al though at fir st, 
the afte r-effects oE a difficult emotional ^tu ation, the symptoms 
continue because they are of value to the patiemt. j^s long 
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as he believes and is able to persuade others that he is genuinely 
sick, the neurasthenic is in a favorable position to exploit his 
symptoms for personal gam. His well-advertised ailments se¬ 
cure for him the attention of his family and the sympathy of 
friends. Because he is sick, he is excused from competition and 
freed of responsibilities' ’ In those cases where the emotional 
irritant is a member of the family, the incapacitating symptoms 
and the medical expenses may even serve as subtle methods of 
punishing the offending party 


Illustrative Neurasthenia Case.s 

A student, referred to the psychological clinic for failing work, com¬ 
plained of extreme lassitude, fatigability, vertigo, and depression. He 
was unable to sleep at night and had no appetite He stated that 
he was allergic to all acid-containing foods. He had lost interest in 
his work and wanted to leave college, but his family objected Exami¬ 
nation of his past life revealed a poor home adjustment. He was 
very attached to his mother but quarreled constantly with his siblings 
and stepfather For many years he made a practice of escaping from 
difficulties through illness During the past four years his personal 
medical bills had totaled more than |1,000 


“Ever since I have been married, I’ve boon nervous If I didn’t 
have the finest husband in the world and one who takes most won¬ 
derful care of me and puts up with all my complaining and all my 
sickness, I’d be a grass widow The average man just couldn’t stand 
it. I haven’t been a wife to him at all, I’ve been too sick First 
there was that awful headache. Oh, I can’t tell you how terrible it 
was. It just knocked me down and I thought the end of the world 
had come. It never really has gone away in all these eight years, 
but it's nothing like it used to be But there’s been a lot of other 
things There’s a sort of an internal trembling, you know, a kind of 
inward nervousness and I just feel as though all my organs are quiv¬ 
ering One doctor told me my nerves were tied in knots 
“I don’t know why it is but I can’t stand anything I haven’t 
strength enough to walk from here to the streetcar and back. I may 
get up in the morning feeling pretty good, but by the time I get 
breakfast for my husband and have started in on my morning’s work. 
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I’m nearly exhausted and by noon I’m just completely played out I 
guess I told you about my sweating and getting so hot and then so 
cold Did I tell you about that funny twisting feeling? It runs right 
through my right side down into my leg Once I noticed it came 
clear up to the top of my spine I think it’s a nerve loose or some¬ 
thing like that None of the doctors know what to make of my case 
I’ve been to dozens of them Yes, and I’ve tried osteopaths and 
chiropractors I even went to the new psychology school and I don’t 
know what else Some say I ought to try Christian Science, hut you 
can’t tell me these things are imaginary, and they are not in my mind 
either I admit I’m nervous but there’s a cause for these things 
somewhere I know I never had ’em before I was married ” [Con¬ 
densed from Menninger (9, p 124) ] 


A thirty-eight-year-old widow, the mother of two sons, is chroni¬ 
cally tired and ailing Her symptoms cover a wide range flushed or 
cold skin, heart palpitations, dizzy spells, inability to sleep, breathing 
difficulties, chest ciamps, inability to digest food, headaches, and pres¬ 
sures about the upper part of the body In addition, she is usually 
depressed and apprehensive She worries continually about finances, 
her poor health, her sons, and everything else Whenever the phone 
rings, she is convinced that something terrible has happened She 
is extremely sensitive and attaches personal significance to casual 
remarks She complains of an inability to remember things At times 
she will force herself to do some housework and then spends days 
describing how terrible she felt while doing it 

A pattern of overreaction to disagreeable experiences runs through 
her life history. The death of her mother when the patient was ten 
resulted in a “nervous breakdown” She married when eighteen and 
had two children by the time she was twenty-two Shortly after the 
birth of her second son, she suffered from a stomach ailment, but an 
exploratory operation failed to reveal any physical abnormality 
When she was thirty, her husband entered upon a business venture po 
which she was greatly opposed. This involved a much greater burden 
of work on both husband and wife and finally resulted in the loss 
of a considerable sum of money. 

It was at this time that her symptoms started in earnest She 
periodically had severe attacks that prevented her working either at 
home or at the office When she was thirty-three, her husband died 
The shock of his death made her ill for several weeks so that it was 
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necessary to have a sister come to live with the family. For a time 
the presence of the sister had a favorable effect on the patient, then 
they quarreled and the sister moved out Since the patient was un¬ 
able to get along with her employees, the business was sold This 
also resulted in a temporary improvement, but soon the patient began 
to quarrel with her sons over minor issues and force them to listen to 
an endless recital of her symptoms The sons reacted by staying 
away from home as much as possible. 
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CHAPTER VII 


OTHER FORMS OF PSYCHONEUROSES ( 
OBSESSIVE-COMPULSIVE STATES - , 

I Obsesswns are spontaneously re curring idea s and thoughts 
over whiijih the individual I ^ He is forced 

to tole rate their presen ce i consciousness 

even thou gh they are disturbing to his mental peac e. U sually , 
obsessions are co ncerned with unanswerable question s pertain¬ 
ing to the existence of Gp_cr and the meaning of truth, or morbid 
doubts concerning the correctness of one’s*past actions and the 
true_ identity of one’s parents'! Som e pa tients suffer from^an^ri 
m tense urge t o touch objects or persons or to say cer t ain words . 

A particularly excruciating symptom commonly observed by 
the clergy is scrupulosity, a condition characterized by torment¬ 
ing doubts concerning the possible commission of some unfor¬ 
givable sin Confessions are excessively frequent but totally 
unsatisfying. , ; \ , 

!£ omvulsions are I rresistible impulses to perform certain act s 
o f a repetitive ritualistic nature , such as ha nd wash ing, m oney 
counting, shoulder shrugging, fac ial tic s, dusting, and sign re ad- 
ing Obsessions and compulsions are often insep arable. Q bses- 
sive id eas frequently lead to compulsive acts , and c ompulsion s 
are b ased on insistent mental ideasj 
Comparison with Normal Reactions.—[These reactions are 
especially dist urbing a nd painful b ecause the patient fully real¬ 
izes the abs urdity and senselessnes s of the symptoms but.is 
power less to combat them or to inhibit them adequately] Much 
as he would hke to, try as he wiH, he cannot free his mind of 
the ever-present obsessive thoughts or successfully resist sur¬ 
rendering to his compulsions ( His whole life is dominated and 
re stricted bv his sympt oms I t is essentially this incapacitatin g 
q uality that differentiates psvchoneurotic from normal obses - 
sions and compulsions] 

— J33 
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^ y Many healthy individuals suffer from mild doubts and iiide- 
^ cisions. After they have carefully locked the doors and gotten 
into bed, they begin to wonder whether they have really cheeked 
all the doors The doubts become so disturbing that sleep is 
impossible until the doors have been rechecked. Finding ever y¬ 
th ing under control , the normal person pea cefully falls asleep. 
The obsessive p atien t, seized w ith a sim ilayjjpubt, must check 
the doors 60 times each night until he falls asleep from sheer 
exhaustion. There is no appeasing^liis doubts, because the check¬ 
ing of the doors is merely an ejxternal manifestation of some 
de^er unsolve d conflic t. ; 

Obsessions and compulsions occupy the total attention and 
effort of the patient, with the consequence that wor^eSicieucy 
j) personal adjustment are seriou sly impa ired 1 As long as the 
patient fights against the impulse to wash his^nds or to touch 
certain objects, he is tensej^d a^x^s. Re lief obtain ed from 
yielding to his im pu lse^is tempo rary A few minutes later the 
desire is as strong and urgent as ever iBe cause of th e repetitive 
na ture of his symptom s, there is no time or energy feft ~for 
o ther dutie sT] The housewife obsessed with a cle aning ma nia 
I must dust each piece of furniture hundreds of times a day to 
‘the neglect of all other tasks.] The clerk who is compelled to 
add each column of figures 33 times before his conscience will 
permit him to go on to the next task is soon unemployed The 
college student who must do her hair five t im es each mor ning 


and then sp c 'i hou’' .iccdiiic v.’ .'h 'lU" lo ■. i m must 
either get up M ill' (r'k>i ici'i-.in, ''':..i u (lasses 
Another point of contras t between normal and psychasthenic 
obsess ive-compulsive be havior is that in a small percentage of 
^ instances the latter ^asocial and harmful . Irresistible impulses 
to steal or to se t fires, known as k lepto mania and pyro mania, 


respectively, frequently I^d to legal entanglements In cases 
of this type, the indiviOTal does not profit from his acts He 
steals and sets fires to relieve*^me inner urge The stolen ob¬ 
jects are usually neither used nor sold, and the houses "Burn^ 
be long to total stran gers, so that there is no thought of revenge 
or personal gain.j 
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Etiology.—^The c auses of obsessions and compulsions are 
many and comple x To begin with, persons who develop these 
symptoms are a select group. Us ually ther e is a stro ng h istory 
of nCTVousn ess m t he immedia te family In a study of 100 
parents of obsessiye patients, Lewis (12) found that only 18 
could be regarded as normal This hereditary predis nosition is t 
fur^h'^r pcrc:r.“'''.''+f'd b-''- ’^orental and poor guidance. 

T'l'-In III , ■''lu-!)'' ■('01 I iii'.M -1 ■ I.'I'T become compulsives 

is unfriendly and austere. A n undue emphasis is placed on neat - j 
nesSj cle anliness, duty, p unctuality , and perfection^ 

Janet (10, p 751) has given an interesting description of the 
development of compulsions m a young girl, aided and abetted 
by her overscrupulous parents. 

If she was afraid that some object had been soiled, it would be 
washed in front of her as she wished If she fancied that she was 
harboring dangerous microbes, whatevei antiseptic practice she de¬ 
manded would be carried out When she believed herself to be con¬ 
taminated and dangerous, other members of her family avoided 
touching her, they would only go to her when they were wearing 
aseptic blouses and amid fumigations In a word, all the symptoms 
of the disease were sedulously fostered After 10 years of this soit of 
education, the patient was afflicted with the most typical psychas¬ 
thenic delusions that can possibly be imagined She spent most of the 
day in a bathroom, haying all parts of the body washed by two 
women whose whole business it was to drench her with antiseptics 
At night she would have herself tied firmly down in the bed with 
cords which made deep furrows in her skm, this being done to prevent 
her from walldng in her sleep and committing nameless crimes One 
concession after another had ended by developing the disease to an 
almost incredible degree 

Personality.—personality st ructur e, compulsive patients 
are i ntroverted, s ensitive, s ocially awkward individuals of goo d 
i ntelligenc e who com pensat e for their inabili ty-JiQJiiaka.. deci¬ 
s ions and t heir feebn gs of insecuri ty by beinsL extre mely met icu- 
lous, punctili ous, o v erconscientiou s, a nd order ly They are pre¬ 
cise individuals who make a habit of perfectipnT^ Time and 
money are carefully budgeted, meals are served preciseTy^n 
tmie, bills are paidjwhen_due, and e (iv p >('■ vU mii .'iiic luis 
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its special place. Everything in their lives is just so. Not con¬ 
tent with regimenting their own lives, many impose their rigid 
rules upon members of their households and employees Their 
puritanical standards and Ingh ideals deprive them of the capac¬ 
ity +0 f’ri’ov lifp and i^poHe Intolerant of human foibles and 
de. ii I' > I ' y • '“.■I t difficult to establish friendly rela- 
' tions with other people.; 

Inlerpretation.-40bscssive-coinpulsive symptoms are best in- 
' terpreted a s prot ective devi ces designe d to absorb and neutrali ze 
the anxiet y created b y inner confl icts Hidd^wi^es and feel- 
’ mgs of hosblity may in some instances be offset by compulsive 
fears.; Thus a desire to yiel d to illicit spxual temptations may 
held iii check by an obsessive fear of di rt or disease . An 
^ntense hatred for a perspn may be_compensated for by an equally 
intense fear lest one kill him This fear, in turn, may lead to a 
compulsion to avoid touchmg knives fThe anxiety assnciat erl 
with some repressed conflict is som etimes released by displacing 
it upon some neutral object. In thi s way an emotiona l outlet 
i s provided without reyealing t o the perso n t he ac tual jpurce 
o f his conflict 1 \hor examplejj anxiety generated by inadequately 
1 repressed immoral impulses may be expressed by anxiety con- 
cerning physical cleanhness, resulting m compulsive handwash- 
mg. IA fear of high places may represent a displaced fear of 
suicide, and a dread of guns may siiinfy'"a repressed desire to 
kill someone. 

[^ome obsessive-compulsive reactions may be more simply in¬ 
terpreted as substitute activitiesj The mind can be occupied 
with only one task at a time. If a person is kept constantly 
busy counting steps, touching objects twenty times, or repeating 
meaningless words, he has less opportunity to be troubled by 
more distressing thoughts. ITn addition to pro tecting the min rl 
ag ainst the intrusion of nainful memories and ideas , the subst i¬ 
tut e activities are , by their repetitive natu re, a n economy meas - 
' ur_e m that they elimmata the necessity of constantly seekmo- 
n ew dis tractions ] ~ 

|.|The ritualistic, re petitive natur e of obsessive-compulsive re¬ 
actions IS a lso highly sugge stive of pnmitpe thinking and belief 
in magic j It is as if the patient, through a strict adherence to a 
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ceremonial routine, were trying to influence the supernatural 
powers to intervene in his behalf. In some cases this implicit 
faith in the power of magic^js associated with past experiences 
The compulsive r itualj^y, I for example .! be the reenactment of 
sonae pattern of action which, when previously performed, led 
to a favorable outcome. Since it worked once, might it not work 
again? 

An element of retribution and expiation that implies strong 
guilt feel ings for nast m isd eeds is oft e n discernible [The patient 
jB genuin ely distressed and embarrassed by t he necessity of sur¬ 
rendering to obsessions and compulsions that~he re adies"me ~ab- 
surd, and_fie gops to great pains to conceal his symptoms from 
the worl^ The punishment motif is sometimes apparent m 
kleptofiTania when the theft is performed so carelessly as to in¬ 
vite detection and punishment 

Examples op Obsessive-Compulsive Nbukoses 

A successful businessman of*fifty developed an overpowering fear 
of sudden death This was especially marked at night when he had 
more time on his hands The patient dreaded the thought of going 
to bed lest something terrible happen during the night He also 
exhibited many obsessions and compulsions When undressing, he 
had to arrange his clothes in a definite manner He felt that the num¬ 
ber 3 was unlucky for him, so he carefully avoided touching objects 
three times by making it a point to touch them 18 times His appre¬ 
hensions about burglars and sounds m the house forced him to check 
and recheck the doors and windows many times during the night 
The explanation and purpose of his ritualistic symptoms were brought 
out by psychiatric examination The patient had recently been re¬ 
jected for life insurance because of high blood pressure This led to 
the fear that he might meet with sudden death The elaborate ritual 
about clothes, burglars, and the number 3 served as distractions, keep¬ 
ing him fully occupied so that his thoughts would not dwell on his 
poor health and impending death [Condensed from Bagby (2, 
p 209).] _ 


A forty-nine-year-old man of lofty ideals and ultrarefined tastes, 
who disliked coarseness of any kind, was obsessed by the number 13 
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If he heard the word, he felt a shock, followed by a period of misery. 
He stayed m bed on the thirteenth day of the month and on the 
twenty-seventh, because the word “twenty-seventh” has 13 letters 
Everybody seemed to be saying 13 at him in some way or another; 
thus they would say, “Oh, good morning,” and with, as it seemed to 
him, a most perverse ingenuity, they would later in the day say only, 
"Good afternoon.” He worked near Oxford Ciiciis, and lost time 
by not going through it because the words “Peter Robinson” were 
displayed prominently. On going upstairs he would hop over the 
thirteenth step. Wherever he went, whatever he did, he was compelled 
to count the letters in the short phrases people used, to count the 
words m their sentences, to count his steps, the number of streets he 
passed, and so on. 

He gave so much time to the avoidance of the number that he 
became totally unfit to do anything else, and his condition was truly 
one of misery The genesis of his obsession was traceable to a youth¬ 
ful experience. As a boy, he had lived with a grandmother who kept a 
maid. This girl was quite superstitious about bad luck attending the 
number 13 and had impressed this superstition on him Following a 
two-year intimacy with this girl, he was sent to a boarding school 
Here he came under strong religious influence, which led to the re¬ 
pression of earlier sex experiences This repression was so complete 
that he consciously recalled them for the first time while undergoing 
treatment The obsession concerning the number 13 represented a 
conflict between his high moral and esthetic ideals and his baser 
temptations Treatment consisted m explaining the origin of the 
conflict and attempting to persuade the patient to assume a more 
humble and tolerant attitude toward himself and others However, 
as frequently happens in cases of this type, the patient was unable 
to reorient his pattern of life, with the consequence that the outcome 
was unfavorable. [Condensed from Ross (17, pp 219-223).] 


An emaciated girl of fourteen was sent to us for study by a com¬ 
petent physician who had found no ailment accounting for her mal¬ 
nutrition He stated that she evidently was a case of self-starvation 
He also called attention to her very peculiar ways of holding and 
managing her hands I soon found that the main features of her 
personality history were those of extreme goodness and religiously 
tinged devotion to her mother In her prayers she thanked God for 
the possession of such a mother and begged that her mother might 
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be spared for many years to come. At ten years, when she was hav¬ 
ing crying spells of unknown origin, she wrote verses ending in such 
fashion as the following “Lord, have me always think my mother 
good and love her well, as all nice children should ” 

In the course of our psychiatric interviews, it became clear that this 
girl was very much afiaid of what her hands might involuntarily do. 
She held them in peculiar ways, she sat on them m the theatre, and 
she tried to avoid the use of a knife at the table She felt that she 
might hurt somebody Sometimes when she touched her neckband 
she thought of how some person might be strangled Her guilt sense 
about all this was so great that she felt she ought to be pumshed, 
and since no one knew of anything for which she should be punished, 
she undertook to inflict self-punishment by eating just as little as pos¬ 
sible 

Only very giadually it came out that for years she had had a deep 
sense of disapproval of her mother, whom she really regarded as en¬ 
tirely selfish Largely under the influence of a very religious grand¬ 
mother, she struggled hard to overcome any unfihal thoughts and gave 
herself credit for having lepressed them But then there began to 
appear little phantasies of someone being injured by her She never 
translated these consciously into any conceptions of hurting or 
strangling her mother When, in the interviews, the sequence of men¬ 
tal events became rather obvious, the girl at first strongly expressed 
her hostility toward her mother and then became so afraid of her 
revelations that she retreated again behind her fagade of mother 
devotion. 

When the mother was made acquainted with the true state of affairs, 
she in turn acknowledged her own previous and continuing inclina¬ 
tions toward self-enjoyment, attitudes that she did not in the least 
intend to alter, and asserted unequivocally that the girl was perfectly 
free to express her hostilities without fear of condemnation This 
cleared the atmosphere wonderfully, and the girl began to allow her¬ 
self occasionally to explode m vigorous statements of hatred for her 
mother and her ways, and concomitantly she began to gain weight 
and to manage her hands in quite normal fashion [Condensed from 
Healy (7, pp 95-96) ] 

PHOBIAS 

phobias are p eculiar fears that the pati ent realizes are absurd 
but IS unable to explain or overcome Many of the more com- 
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mon fe ars of the environment fiave been given impressive but 
nonenlightenmg Greek names, as for example, 

Acro phobia. Fear of high places Nicto phobia Fear of darkn e&s 

Agora phobia Fear of open places Ocldo phobia Fear (rf ciwds 

Claustr ophobia Fear of c losed Zoophobia Fear of animals or of a 

“places particular animal 

V. Wit h persons ' i.’ i."' •> hd’.ii'i’ iGfi'i.o’v fire '-f 
t hese are usualh Ic iti'i -i" ■ ra-'C 1 < ■ Cmi!’ ( iii.illnn''. ■ \|) i , 
ences involving ' c ' ot ! 1 1 ‘ hi i ii( ^ '■ (''.I lb' o 

garded as Ti nrinnl nr neiirotie depends prim arily on the degree t o 
w hich they in capacitate or distress th e indivi dual and^n the 
exteh t to which he understands the ongn^kmsignificance of the 
fear Normal fear of water, closed places, harmless animals, 
elevators, and other innocuous objects i s easily establishe d by 
si mple conditioni ng'. I An individual trapped between floors in a 
darkened elevator Tor several hours or almost drowned while 
swimming may, becaus^of past unfortunate associations, fear 
and avoid riding m any elevator or 'dimming inlEe shallowest 
water. A college student may become slightly nauseated when¬ 
ever she sees a cat because she was badly scratched by a kitten 
placed on her shoulder when playing blmdman's buff as a child 
An athlete afraid of moths and other insects traced his fear to a 
terrifying experience of having a moth enter the ear passage 
and beat against the eardrum until the insect was removed by 
syringing. S uchjTimple, dire ct, and understand able fears , where 
t he person affected is fully awar e the sourc^of his_ peculiar 
fear andjs no t greatly inc on venienced by it, are, not to be class ed 
a s neurose r]~ 

[Pa tienrs suffering from neurotic phobia s are not aware of t he 
ba sis of their fears , the ir reaction^ to th e m are often v iolent, and 
th ey are greatly inconvenienced by t hem. I f they knew and 
understood the orig inal cau se, their fears would b e less intense 
or would disappear completely As is pointed out by Bagby (2 ) 
"and Shaffer (19), phobias exhibit certain common features. 

df. The phobia d^tes from some si ngle traumatic episod e, 
usually o ccurring in childhoo d, m volving mtense fea r. 

.'2, ’The unpleasant experience is associated with a forbidden 
or shameful action.' For this reason the patient avoids t hinkin g 
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about it and is unable to discuss it freely with others. The ex¬ 
perience IS removed from mind by protective forgetting, or re- 
pressiom 

3 The phobia persists becfl.iiRft th e gmlt fiqcineiqtprl -nTitTi IVia 
origi nal fear situation prevents conscious recall of the episod e, 
and the intense fear of the object precludes subsequent more 
favorable associations that might neutralize the original fear 
experience 

4 Fear reactions involving, .repressions are not established 


, when_t he individual sustains a satistfl.ctory relation with his pn.r - 
ents nr other adviser s. 

6 Th ough initiated by fear in a particular situa tinn. the 
' phobi a may spread to a class of obiec ts. ^ 

^ 6 W hen the repressed traumatic experience is recalled wi th 

th e aid of fr ee a ssociatio n, dr eam interpreta tion, or other psych o¬ 
logical technique s and i s assiroifeted by the pati ent, the intensity 
of the phobia is great^lessened ’ 


Illustrations op Phobias 


A young woman sought psychological assistance because of an 
intense fear of crowds Whenever there were many people about her, 
she was afraid that she would be crushed or die from suffocation 
This fear, acknowledged as absurd by the patient, nevertheless kept 
her a virtual prisoner in her home She could not bring herself to ride 
on crowded busses, go shopping in laige stores, or take trips by tram 
The fear was traced to early childhood, but the patient could offer 
no explanation for her reaction 

With the aid of free association, however, she recalled a long- 
forgotten teinfying experience. As a young child she had been 
granted permission to watch the circus paiade go by her house but 
was strictly warned not to follow it into town The excitement of 
the parade proved too much, and against orders she followed the 
parade into the center of town, where she soon found herself hemmed 
m on all sides by towering adults. She vigorously tried to push her 
way out but was unsuccessful She then became frightened and 
began to cry Thinking that she was crying because she couldn’t 
see, a land gentleman helped her out of the crowd to a front row. 
After a time her fear subsided and she returned home Under the 
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circumstances, she was unable to discuss her harrowing episode with 
her parents The entire experience was “forgotten” until recalled by 
free association Once the source of her fear was known, she gradu¬ 
ally overcame most of her fear of crowds 


A certain man suffered from a phobia of being grasped from behind, 
the disturbance appearing in early childhood and persisting to his 
fifty-fifth year When walking on the street, he found it necessary to 
look back over his shoulder at inteivals to see if he was closely fol¬ 
lowed In social gatherings he arranged to have his chair against 
the wall. It was also impossible for him to enter crowded places or 
to attend the theater. His other difficulties can readily be inferred. 
Significantly, he could give absolutely no explanation for the origin of 
Ills feai In his fifty-fifth yeai he returned to the town m which he 
had spent his childhood After inspecting his old home, he went to 
the corner grocery and found that an old boyhood friend was still 
behind the counter. He introduced himself and they began to remi¬ 
nisce Finally the groceryman said, “I want to tell you something 
that occurred when you were a boy You used to go by this store on 
errands and when you passed you often took a handful of peanuts 
from the stand in front. One day I saw you coming and hid behind 
the barrel Just as you put your hand m the pile of peanuts, I jumped 
out and grabbed you from behind You screamed and fell in a faint 
on the sidewalk ” The episode was then vividly recalled for the first 
time in almost fifty years, and the phobia disappeared after a brief 
period of adjustment [Condensed from Bagby (2, pp 47-48) ] 

WAR NEUROSES 

j^sychoneuroses that occur among military personnel in peace¬ 
time or during the training period in wartime are adequately 
classified on the basis of the standard nomenclature W hen the y 
a rise under combat condition s, th ere is a temptation to invent 
ne w diagnoses [The First World War contributed the term shel l 
shp '^, the Second World War contributed c ombat iatiau e. Both 
t erms are misleadin g in that they erroneously impl y that it was 
th e_phvsical effects p roduced by_explodmg shells or the fatigue 
of battle that were respon si ble for the appear ance of neurotic 
symptoms Actually , it was the^ psychological skain oflorced 
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and contmu_ed_exposure to the terrifying and dangerous sounds 
and sce nes of battle that precipitated symptoms. A compromise 
solution to this problem of noiucnclature7]which was adopted by 
many psychiatrists during the Second World War,; was to classify 
minor mental disorders of a nonpsyehotic nature that were asso¬ 
ciated with war under the general heading of war jieuroses. 
There is, however, some objection even to this term, since many 
combatants who exhibited neurotic symptoms when under stress 
were not true psycho neurot ic patient£ | 

'^uring the Second World" War, competent observers (16) \1 
noted that me n who developed war neuroses fell i nto two groups . 
In m iR grou p were men of reasonably sound personality wh o pre- ^ 
vious lv had adapted satisfactorily to civilian and mi litary life - 
When exposed to some especially intense experience such as the 
evacuation from Dunkirk (18) or w hen psychologically unpre ¬ 
pared fo r battle due to insufficient training , phy sical fatig ue, or 
low inorale (16), these basically nprinal men developed a char-t 
acteristic.pa±ieDi pf symptoms The most frequently noted re¬ 
actions were recurring nig htmar es involving the enactment of 
traumatic sceMS, sle eplessnes s, inner umest . pallor, star tle j e- 
actions to sudden loud nois es, vacant, staring facial express ion, 
physica l exhau stion, coa rse trem ors, irrita bilit y, li stless apa thy, 
and with drawal from group activit ie^ Ev en w ith relatively 
superfi cial treatment, ."b ''A.ll ' ■’ icn/ . md^ 

in a comparatively sho i' pi'i ' ; I ’ p i i ir > ■ ii > . >1 in 
of militar y duty . [Acute transitory symptoms of this type oc¬ 
curring in essentially nonneurotic individuals might more ac¬ 
curately be cl 5 .^ifi^as r.nm,hat. atrRRFi rpM,c.ttons rather than j^ar 
neuros^ 

^lie second group of men diagnosed as suffering from wart, 

pea, CP, time _ with respect to previous ^history, svmptomat olog v, I 
and prognosis (16) Almost all of these individuals had a his¬ 
tory of preexisting psychoneurotic tendencies In general they 
were shy, timid, self-conscious individuals who lacked^gressive- 
ness and daring] Many had shown signs of einotionafinstability 
and poor 'adaptability in civilian life, a nd it is quite probable 
th at they would eventually have become ne urotic ev en if they 



144 ABNORMAL PSYCHOLOGY 

f 

’‘.''■1 irmtiliK' ’ III •! <' TT(i> o^r, since neuroses result from ^e 
i)l‘ (l( fee I'i‘ '■■('•■''I,' I .lO' to rop'' rffoctT>''''v -"-ith S''!- 

... ii ' ■' '■'! ' I'l'n I't.- ( six'-om' . ,r!e 

might well have been the critical factor in releasing potential 
J-neurotic symptoms. T he symptoms observed in this group w ere 
the classical symptoms of hyaena, neurasfhmua, anxibfy^ate, 
and obsession-Oompulsion neurosesj Like civilian patients, these 
psychoneurotic soldiers re quired intensive and prolonged tre at- 
ment. Because of their poor prognosis, they were usually hos¬ 
pitalized or discharged as no longer fit for military duty. For 
thi s groun the diagnosis of “war neurosis” was appropriate . 

Incidence.—Available data from the Second World War indi¬ 
cate that the great majority of soldiers and sailors adapted suc¬ 
cessfully to the rigors of modern warfan^ In isolated instances, 
acute stress reactions of short duration were observed in a sub¬ 
stantial proportion of combatants, but the incidence of true 
psychoneuroses was low ^t would appear from various psy¬ 
chiatric reports (4, 15) that less than 2 per cent of all men in 
overseas areas developed psychoneuroses of sufficient severity to 
require hospital care During the war period only a fraction of 
1 per cent of the Army was confined to hospitals or quarters on 
any one day because of psychoneuroses (1). The low incidence 
of psychoneuroses among combat troops was mainly due to the 
elimination of potential neurotics at induction and training sta¬ 
tions. Close to 6 per cent of the Second World War draft regis¬ 
trants were rejected by local boards or discharged during the 
training period because of psychoneuroses (1). 

{Ohseryations made by British and American investigators (5, 
16) a gree that combat stress reactions a nd true~war neur oses 
" were most prevalent among 

Raw, insufficiently trained troops 
Inactive, defeated, or retreating troops. 

Fati gued men exp o sed to prol o nged or intens e combat 
Regiments with lo w moral e d ue to lack of confidence m 
lea der o r abs ence of group sp irit 
Jbl U narmed or restricted men who , w hile under fire, were un - 
able to fight back, attack, or retreat 1 
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Interpretation of War Neuroses.—Although not dehberately 
or consciously planned, co mbat stress reactions a nd war neuroses 
occur be cause they se rv e a purpose , namely, they p rovide a ‘^l u- t, 
tion” to a difficult situatio n War is a di sagreeable and danger - 
ous professio n.^ As long as a man remains in a combat area, there 
IS a possibility that he may be disa bled or killed. Military r e- 
strictions reinforced by a personal sense of duty make the danger 
i nescapable To the soldier torn between duty and desire fo r c" 
self- preservatio n, the disabling symptom s of a psychoneurosis 
affo rd a convenient solutio n tha t removes him from danger and 
at the same tune preserves his self-resp^ I! in capacitated b y 
ne urot i c^ symptom s. he must be temporarily relieved from activ e 
duty or di sc harged, even agains t his will In this connection, it 
is interesting to note that wounded soldiers rarely present neu- 
rot;c symptoms while phy sically i ll but occasionally develop psy¬ 
choneuroses as soon as their wounds have healed and they are 
ready to return to active duty Further corroborating evidence 
IS the fact that neuroses are seldom obser ved among prisoners of 
war. 

"^aturally, n ot aU war neuroses can be explained on the ba sis v 
of conflict between fear and hono r. In individual cases_thei 
dynamid lorces that motivate neurotic behavio F may be unique 
and complex. For exj ample , guilt f eelings resulting from failure 
to aid a wounded friend may lead to distre ssing sympto ms as a 
form of sel f-punishmen t, and resentment against “unfair” mili¬ 
tary y^ulations may produce vmdictive neurotic reactions. 
However, even in these cases, fe ^is often a contr ibutory factQr, 
and a fundamental p urpose of tbc nRiiroRi.«i. is to remove t hef 
patient, at least te mporarily, from the dangers of battle witho ut! 
loss^f self-respect To avoid misunderstanding, it should be 
emphasized that men suffering from war neuroses are no t awar e 
of the mea ning of their sympto ms, and the symptoms are neithe r 
faked nor del iberately planne d. Actually, the y may struggl e 
against th eir symptom s and sincerely attempt to carry on despite 
their neuroses The neurotic process is activated bv unconscious | 
forces and operates below the level of conscious awarenessjd 
Symptomatology.—The following are some of the more com¬ 
mon syndromes noted (5) during the Second World War among 
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undifferentiated patients suffering from combat stress reactions 
or from true war neuroses. 

/■ Reactions .—The usual bodily manifestations of fear, in¬ 

cluding rapid heartbeat, tremor, staring eyes, and weakness of 
the limbs, were frequently noted More severe cases exhibited 
-a cute panic with or without mental confusio n In some in¬ 
stances the paralyzing effect of fear produced loM of ^ee ch, im- 
moMity, and stupor 

‘^Psycho somatic Symptom s —T he em otio nal disturbanc es a s¬ 
sociated with war frequently le d to physical symptoms t hat ha d 
-no definite organic Joundation The most common co mplaint s 
were headaches, gastrifc ulcers, disordered heart action, breath¬ 
lessness, dizzffiess, blurred vision, shooting p^ins in various parts 
of the body, muscular aches, and loss of sen sor y an d__motor 
function^ 

M onditioned Reactions .—^hese centered about the “reliving” 
of emotional and physical symptoms that were present at the 
time of the traumatic experience which precipitated the neurosis 
Thus a patient who injured his arm during an explosion might 
later exhibit a functional paralysis of the arm, and a patient 
terrified by_the sound of, planer and bombs might later jump, 
scream, and tremble whenever he heard a loud sound A patient 
who had been trapped in a burning tank later became panicky 
whenever confined in an elevator or small rooi^ Frequently \ 
there was a delay of several hours or days betweenuie occurrence 1 
of the terrifying experience and the appearance of conditioned 1 
reactions. 


f ^ Amnesia .— Many psychoneurotic soldiers exhibited memory 
gaps for tr aumatic episodes, and fugue states were not uncom¬ 
mon. The pur pose of the amnesia was to protect the individual 
from painful raemmies. Amnesia was most apt to occur when 
^the disturbing experience was colored with feelings of guilt or 
self-reproach. In descending order of frequency, the affeefaye 
, features oL amnesia symptoms were a nxie^ de p r^ion,^ and 
para^d tendencies 

</ ,/a ti(iue "SvnSfbmes . —Men in c omb at areas for long periods 
sometimes br oke under the strain of co nstant tensiqn and ex- 
^hibited marked f atigue symptoms even m the absence of a ctual 
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physic al exertion . Common symptoms were drowsiness, diminu¬ 
tion in initiative, tendency to shun others, irritability, hype'f- 
critical attitude, restlessness, loss of confidence, insornnia, and 
nightmares. In most cases the prominent affective feature was 
apaW This reaction was frequently noted among pilots 
^^hmshon S yndrome —^This clinical picture was ma inly ob- 
served in men who had undergone great bodily danger ^d physi¬ 
cal exertion accompanied by lo s s of sle ep and ina dequate meals 
Characteristic p hysical sympt oms were thinness of the face, 
pallor, loss of weight, insomnia, and functional neurological dis¬ 
turbances Mental reactions included anxiety, amnesia, apathy, 
and stupor Recovery was usually rapid in these cases 
Treatment.— ^1 both wars it was found that there was a direct 
relation between promptness of treatment and incidence of re¬ 
covery. Best results were obtained when combatants received 
psychiatric first aid at advance bases and when the more severe 
or unresponsive cases weie promptly evacuated or hos pitalized . 
In treating neurotic soldiers , individual psychiatrists ten3e3~to 
T,/use thTlSie forms of psychotherapy that they had personally;] 
found mos t effective in civilian practica l Since the more com¬ 
mon psychotherapeutic techmques are described in Chap. VIII, 
the present discussion of treatment may be limited to a few 
, procedur es that proved useful in treating large numbers of so l- 
vdiers quickly and with limited, .prpfessional pers onne l (6, 11). 
[in the acute or extensive use was made of rest, u 

controlled sleep, nourishing f ood, and favorable surr ound ings 
1 "'Hypnosi s and narcotherapy TO re frequently applied in those 
l-Sases where it was necessary to Vneov er conflrete,-' cle ar up am- 
nesias, or desensitiz e the pa tient. The objective of both pro¬ 
cedures was t o place resistive or amnesic patients in a trance - 
hke state . With hypnosis this was achieved by verbal sugges¬ 
tions Narcotherapy co nsisted of inducing a se minarcosed state 
hv the intra,venous injection of sodium am ytal or pentothal. 
(While in either of these cooperative states, patients readily re¬ 
called an d relived their traumatic battle experienceand thus re - 
jleased pent-up emotions Information obtamed in this fashion 
|was subseq uently discusse d with the patients when t hey becam e 
conscious again When reinforced with psychotherapy, these 
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unc overi ng techniques proved very effective in quickly alleviat¬ 
ing troublesome symptornsn 

j^n i mportant aim of therapy was to assist the patient to 
understan d ob jectively, and adjust to, his fear of returning to 
^ active duty. T he outcome was primarily determined by t he 
pr evious personali ty an d the general attitude of the pati ent. 
^Afte r a period of rest supplemented by ps ychotherapy, inost 
patients with fairly sound personalities accepteJl,heir responsi- 
bility and voluntarily decided to return to the fight and make 
,the best of a difficult situation. In these cases nrognosis was 
usually favor^le. Men burden ed with neurotic traits and men 
^wi th unfavorable attitudes did not res pon d well to treatment 
I When patients were coerced or persuad ed agai nst t^ir will to 
I rejoin their outfits, thei r symptoms generall y returned ' 

Outcome.—^Reports of the Second World War (6^ 20, 22) 
indicate that feom 80 to 90 per cent of combatants who devel¬ 
oped neurotic symptoms recovered or improved sufficiently to 
be returned to full or limited military duty The high recovery 
.-r ate suggest s that most of the pa tients suffered from comb at 
st ress reactions rather than true psvchoneurose s S ome of th e 
u nimproved p atients w h o received medical discharge s made a 
sat isfactory adjustment when they returned to civilian li fe, but 
others became chronic cases \ The poor nrognosis of th e lat ter 
group is m large measure\d ue to the pension system , whichj'e- 
wards the continuation of sy mptom s. It is quite p robab le that 
a substantial number of veterans suffering from chronic war 
neuroses wo uld recover if a lump cash settlement were substi- 
tut^ for th eir pen sion. 

WAR AND THE CIVILIAN POPULATION 

i Observations made in Spam (14) and England (5, 13) indi¬ 
cate that the terrifying experience of being subjected to repeated 
air attacks had surprisingly little effect on the civilian popula¬ 
tion. There was no appreciable increase in the number of psy¬ 
choneurotic patients visiting clinics, and in many cases the an 
raids had an ameliorative effect The greater resistance of the 
civilian population as compared with troops is subject to many 
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explanations. One important factor is the greater freedom of 
the civilians. When air-raid sirens sound, they are free to seek 
shelter. They do not have to hold their ground m the face of 
enemy attacks. A more signi ficant explanation is the absence 
of motivatio n Th e civili an h as nothing to gam by developing - 
a neurosis, the soldier may gam his freedom and a pension ^ ^ 


TRAUMATIC NEUROSES 

y f> ' . 

Traumatic neuroses are psychoneuroses th at follow physical 
inj uries or accidents. Neurological or physiological structural 
changes may or may not be evident. Diagnosis is frequently 
made by elim inating the possibility of an orgarnTbirsis for the 
sympt^s Two critical indicatom are (a) a marked _d_iscLep -1 
ancy between tlm seyeri^jitsyiuptoms and the extent of actual 
injury and (5) resistance of symptoms to trea tmen t. Beca use of 
the na ture o f t he precipltaimg~agent s, trau matic neur o ses ar e 
rar e in children and a re more common m men tha.n in wnm enJ 
^ 'iThe sympto m pattern is determined by th e pers onality make- 
up of the'^tient and the preci pitating traumatic situatio n 
Especially in the case of unskilled or sem iskilled workers, h ys - - 
terical reactions tend to predominate Anxiety_ s ymp toms are^ 
more often encountered at high er occupational ley els. There is 
I no direct relationshi p between the extent of the injury and th e 
I s eyerity of the neurotic reaction . | Ve ry s^re injuries may be 
follfiiwed by mild reactions, whereas the mere anticipation of 
injury, in the absence of actual injury, may lead to pronounced ' 
symptoms. Janet (9) has reported the case of a man who, ^ 
while riding on a moyiiig train, foolishly got down on a step 
to pass from one door to the other. At that moment he became 
aware that the tram was about to enter a tunnel and that his 
left side, which projected, would be crushed against the arch 
of the tunnel HeJ,ainted, but fortunately he was taken inside 
the tram v ilh' i.l '';(T''ir'g t’*'" shktb-A ii \ .-y Nevertheless 
he develcix'i .. p.ii.'i’. - - o. ! ' I n I" I oi • body 
v^lrhe etiological t actors are ditiiculi; to evaluate. In most cases 
^^ere is a latent predispoStion to develop a neurosis that is crys¬ 
tallized by the injury. T he desire for com pensation, self-pity, 
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fear of subsequent work impairment, and resentment against 
/one’s employer are important contributory factors Traumatic 
neuroses are sometimes referred to as compensation or vindictive 
neuroses, i The etiological signihcance of sel f-gam motive s in 
compensation neuroses is seen in the fact tliat traumatic neu- 
rcses rarely follow injuries resulting in the loss of an arm or leg 
for which the victim has definite grounds for claiming indemnity 
for disability 

[Since the patient with a traumatic ne urosis has^ a Yeste(^m- 
terest in his symptoms, prognosis is popr S ympto ins persist 
until the,^t for compensation is terminated either by a mone¬ 
tary award or a definite refusal to pay any mdemnityj As long 
as there is a possibility of a financial settlement, psychotherapy 
IS of limited value Liberal compensation laws and generous 
court awards tend to increase the incidence of traumatic neu¬ 
roses. Countermeasures consist of the prompt payment of a 
reasonable indemnity and immediate resumption of active em¬ 
ployment. |Too long a delay between the accident a nd settle¬ 
ment or return to work intensifies resentmen t a nd expec tation 
of compensation, destro ys moral e, and encourages c hrom e m- 
validisml 

|As i n other forms of neur oses, the patient with a trau matic 
- ne urosis sincerely believes in the reality of his symp toms. He„is 
.^hot intentionally pretendin g to be ill It is often difficult , how- 
" evCT, to distinguish between the malinge rer who willfully fake s 
his symptoms and t he traumatic patient who unimnsciously ex¬ 
aggerates his ailm^i^(8). 

PSYCHONEUROTIC COMPONENTS IN PHYSICAL 
DISEASES 


I I^has long been known that the emotional and psychological 
I life of an m dividiial frequently influ'enc'es hiFnhvsical hea lth 
Conservative estimat es indicat e that from one-third to one-half 
of patients who consult physicians because of physi cal sympto ms 
either haye no bodily di sease or haye ailpients that are partly 


due tsLXirgaiuc pathology and partl y dependent on emoti onal 
factors In the past, physicians trained_in the organic tradition 
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of medicine have either dismissed these patients as neurotic or 
have attempted by means of mtensive physical examinations, 
laboratory studies, and exploratory operations to discover and 
treat some obscure or insignificant defect that had nothing to do 
with the illness. M ore recently, how ever, physicians have real- ’ 
ized the value of studying the patient as a whole 
irtundamental tenet of this n ew approa ch, which has come ^ 
to be known as p sychosomatic medicine , is th at it is as important . 
to examine and treat the perso n a s it is to diagnose and treat the , 
disease, si nce the symptom s, the course, and even the outcome 
of physical dis^e ma y be affected b y ps ychological factors.* 
The primary purpose of this psy chological-medical approa ch is 
F not to determine wheth er a disease is fun ctiona l or organi c bu t' 
> r ather to ascertain ho w much of the p r oblem is emotional an d 
^^]lo vf:tjn*uch IS physic al 

'' ^»5feardi ac dis iMers provide a convenient ill ustration o f the view¬ 
point of psychosomatic medicine. The maioritv of patients wh o 
seek medical treatment for heart symptoms have nothing or -1 
ganically wrong with their he^ symptoms are usualty 
the produc t of_ffl aaestiQ n. misleadin g infofiha tion. or anxiety. 
FofexamB d. individuals whose parents have died suddenly from 
a heart attack frequently think that they also have defectivei. 
hearts. Thi_s_idea, rei nforced... .b.y „ .appiehensicm. may actually 
prod uce subjective or objective cardiac symptoms The impor-t, 
tance of emotional factors is also apparent in many patients 
with organic heart disease The actual amount of physical injury 
may be slight, but the patient may,be so worried about his heart 
that he is totally disabled A ^hird possibility is that acute emo- 
tio nal disturbances m av. impose an extra burden on an already 
weake ned h eart and t hus hasten a cardiac brea kdown. 

The effect emotions on bodily changes is also apparent in 
^any g astrmtestina l disorder s Before an examination, stu- 
dents frequentl y devel op na usea, los s of appetite, and diarrhea 
Businessmen when working under ^pressure often complain of 
mdigestion, heartburn,_ and abdommal discomfort. Special at- 
tention has been focused on the role of emotional dis turbances 
in t he deve lopment of peptic ulcer s Competent investigators' 
have suggested that pr olong ed emot i onal t ension, throu gh stimu- 
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latior^of subcortical centers, may so disturb.the^mptility, secre¬ 
tions, and blood supply of the gas trointest i nal tra ct as to precipi¬ 
tate organic lesion s or ulc ers that otherwise might not have de¬ 
veloped Psych osomatic relations have been reporlecTih a variety 
of othc! pliv^rfil r’i=oid'!rs. The interested readerTslSerred to 
the V'.!" g' (- l)iiiil/i>i (3) and Weiss and English (21). 
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CHAPTER VIII 


TREATMENT OF THE PSYCHONEUROSES 

£, Preliminary Examination.—Since a knowledge of the patient’s 
symptoms, past history, and general p^ersonality is essential for 
diagnosis and treatment, most clinicians prefer to devote the 
/ i nitial interview to obtaining a fairly detailed case history The 
easiest and in some respects the safest procedure in taking a 
history is to follow a standard outline and ask all patients the 
same questions There are some objections to this approach, 
however One criticism i s that questions which may be pertinent 
in one case are ^aste of time in another A more serious criti- 
^ cism IS that a stow oi1 o < -a -r n n.' ■ • r ■ - ■][ ''(jal 
a nd re s ttmtiiiLe . •'■'I' ' i '‘.i i '-i !■ ■ > le- 

sponses to the questions asked and ofteru liesitates to v olunteer 
additional mformatioi^ hat may be of the greatest signi&ance 
On the otheFhamd ^o little guidance may result in a rambling, 
time-consuming, incomplete cas^ history jA mi ddle course i g 
' for the therapist tolffiaiiitam gene ral contro l of the interview 
by means of an occasional question but to permit the patient 
to tell his story in his dwrfway 

Some of the main areas usually covered in a case history are 
Name, age, marital status, and other id entifying data . 
Description of current^ymptoms, th eir d ev ^opmen t and 
possible ciri£in 

3. History of any previous mental disturbances 
^A. Personality make-up of the natien t habitual'motional re¬ 
actions, attitude toward self and others, feelings of insecurity, 
level of intelligence, eccentricities, temperament, mteifests, etc 
Social adjustmen t' many or few friends, social and recrea¬ 
tional acti^ties, populanty, attitude toward associates, “lone 
wolf” or gregarious, etc. 

^' 6 Early home background emotional atmosphe^ of the 
home, outstanding childhood rapenences, relationship of patient 

\54 
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to other members of the immediate family, personality and 
stability of parents and siblings, etc. 

✓ 7. P sychosexual developme nt early sexual experiences, atti- 
tucie toward sex and members of the opposite sex, marital ad- 
justm^ts, etc ^ 

8. S chool histor y amount of education, quality of work, atti¬ 
tude toward school, relations with teachers and other students, ^ 
etc ^ ^ Al-' 

9 Work history occupation, attitude toward job and cowork-' 

ers, capacity for wrk, periods of unemployment, how long’jobs* 
held, etc. ^ ^ 

10 Ph ysical health • physical ^mptoms, energy level, injuries 

and diseases, use of alcohol ■Slid drugs, etc. ^ '0 

11 Family hi story. personality and mental health of parents, 

siblings, and other close relations, unfavorable frefeditary iiiflu-^ 
ences; et^ '' 

Psychological Tests.—5t is often desirable to supplement th e 
e ase history w ith an mteUigence or personality te st The scale 
t most frequently used for determining the mental level of children 
) Jig the Re vised Stanford-Binet. and the test most favoreOor 
'' a dults is the Wechsler^.Ilevue Intelligence Scal eH 
* jPersonalit v measures currently used in the examination of 
, ipsychoneurotic patients are usually of the projective or que s¬ 
tio nnaire type" ] Projective tests (22) depend on the mterpreta- 
“^tion of imaginative productions and require special training. 

^ Two examples are the T hematic Apperception Tes t and the 
Rorschach Test. The fo rmer consists o f a se ries of pictures .d e- 
' picting a variety of drarn^ic scenes. After examining each pic¬ 
ture, the ^t7ent is asked to make up a story about the scene 
The theory unde rlying the testls~t Eat the story elaborated by 
the patient indirectly exposes _his own strivings, wishes, and 
fears. A major limitation of the test is that no satisfactory sco r- 
ing sy stem has yet been dfivi ^d. 

T en ink blot s on individual cards constitute the Rorschach 
te ^ As the patient looks at each ink blot he is asked to report 
»<^Mt it looks like or what it could be. Proponents of the test 
maintain that the responses made by the patient, when expertly 
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scored and interpreted, g ive an X-ray picture of the patient/ fl 
basic personality. Although the Rorschach has many enthusi¬ 
astic ^pporters who have reported a wealth of favorable experi¬ 
mental data, a large number of clinical psycho logists questi on 
'its usefuln ess and validity;. 

Personality questionnaires (4) generally consist of a large 
number of items describin g a variety of traits. Some of the 
more popular standardized questionnaires are the Adams-Lepley 
Personal Audit, the Bell Adjustment Inventor^the Bernfi^ter 
Personality Inventory, the California Test ofPersonality, the 
Guilford-Martin Inventory, and the Minneso ta'T^u ltiphasic^er- 
sonality Inventory. The s tandard procedure is to give the pa¬ 
tient a copy of the test and ask him t o indicate w h ether or no t, 
or to what degree, he has each of the designated traits Some 
typical questions included in^»CTsdhaIity inventories are the fol¬ 
lowing' 

vDo you think that you w orry more than most-peopIe? 

Do idea_s often run through your head so that you cannot sleep? 
,/Do you think that you are more touchy or sensitive than most 
people? 

u Do you consider yourself a rather nervous person? 

V Does criticism disturb you greatly? 

Are you easily discouraged? 

Do you seem to have more than your share of aches and pains? 
Do you feel tired and listless most of the time? 

V Does your heart sometimes speed up for no apparent reason? 
Do you sometimes envy the happiness that others seem to en¬ 
joy? 

Are you often troubled by the idea that no one understands 
you? 

Are you inclined to be uncomfortably self-conscious? 

Have you ever been extremely afraid of something that you 
knew could do you no harm? 

Are you troubled by feelings of inferiority? 

Do you often find that you cannot make up your mind until 
the time for action has passed? 
v^Are your feelings too easily hurt? 
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most extensively used because they ar e easy to apply and fre ¬ 
q uently produce nromot^f^ief of symptom s. One criticism is 
that they are suppressive methods which ignoie the basic con¬ 
flicts and concentrate on the removal of surface symptoms, with 
the consequence that cures are often temporary. A second criti- 
't-.ism is that they assign a dominant role to the therapist and 
place the patient in a passive, dependent position. ‘ 
f*'' In the newer procedures the patient actively participates in 
9 the analysis and treatment of his difficulties, and the counselor 
assumes a more passive role. The patient is encouraged to think 
and express himself freely, with no interference and a minimum 
of guidance from the therapist. Unlike the older suppressive 
methods, the newer procedures are expressive m principle and 
attempt to uncover and liquidate the fundamental conflicts re¬ 
sponsible for the surface symptoms Some of the n ewer teijj^- ( 
ni ques a re mental catharsis, psychoanalysis, and ndndirective 
‘ therapy. The popular usage of these methods has been some¬ 
what restricted by the fact that they require special training and 
are time consuming, hence expensive^ , yp'' 

Dynamics of Psychotherapy.-^alients seek treatment be¬ 
cause they have distressing symptoms that incapacitate them 
’ and tie up vast amounts of energy. An immediate aim of therapy 
is to free the individual of his symptoms so that he will be 
happier and able to make better use of his energies A more 
fundamental aim of psychotherapy, however, is to help the pa¬ 
tient to regain his self-confidence and to strengthen his person- 
^ ality so that he can definitely settle old issues and face future 
• problems with confidence. This is a difficult task It means 
Essentially that the patient must undergo at least a partial 
change of personality He must modify his immature emotional 
attitudes, eliminate unhealthy but firmly ingrained traits, and 
reorient his views on life. Naturally, the major responsibility 
'for this transformation rests with the patient 1 No one can 
change his personality for him; he must do it himself Most 
' ■psychoneurotic patients reahze this, but mainly because of their 
loss of self-confidence they aie unwilling or unable to analyze 
and remedy their defects It is for this reason that they seek 
outside assistance. 
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’ '[The function of the therapist is to help the patient to help 
,t hixnself. He can do this by first establishing a favorable emo- 
^’tional relationship, or rapport, with the patient. When rapport 
j IS present, the patient has confidence m the therapist, is willing 
J,o reveal his innermost secrets, and is motivated to cooperate 
l^ctively in the treatment. Without rapport there is little hopg^ I 
' for cure. For this reason the personality and attitude of the ^ 
therapist are of great importance. To be successful, the therapisf' 
must be genuinely interested in people, and to some extent her' 
must be able to put himself in the place of the patient and 
.predate his feelings. By his smcerity, tact, and understanding, 
he must inspire the confidence and enlist the cooperation of the 
Patient. He must be tolerant of human foibles and neither con¬ 
demn nor ridicule the thoughts and actions of his patients His 
mam function is to encourage the patient to persist m his search 
’■ for greater self-understanding and to help him regain his shat- 
i tered self-confidence, so that the patient may have the courage i 
tp^ce and solve his difficulties through his own efforts and to ^ 
'(move forward to better healt^ 

l-V' , .C'-’ ' y it r 

Xy ' PSYCHOTHERAPEUTIC P^ROCEDURESt 

r' - 
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Suggestion.- ^This is one of the oldest and most co mmon ly 
[.^use{t techniques for treating psychoneurotic patients It is the 
. ikvoiite method of the aeneral medical practitione r, wh o fr e- 
quently com bines reassurances and verbal suggestions with the 
,'Adminis tration of so me innocuQUS-mechcation nr injection The 
. occasional success of charlatans in treating patients with patent 
• medicnies, special baths, and impressive apparatus is due to the 
influence of suggestion T he active ingredients m religious heal - 
ing are su&gestion and faithi 

1, , ^t first glance, suggestion as a therapeutic weapon may seem 
naive andjneffective Actually, in its myriad forms, i t is often a 
u seful means of r em oving current symptom s. It is in fact doubt- 
ful whether any foiin of treatment is free of suggestion, since the 
'’"attitude and manner of the therapist and his choice of words 
■ \(|dnstitute im portant sou rces of indlfect suggestion Some years, 
•'“ago, autosuggestion, or self-suggestion, was made popular tw 
t 'V y . - I ^ j' v.-'" 
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|Coue (2), who instructed his patients to repeat 20 tunes e ach 
(morning and night the following magic formula. “Day by day, 

I im|n^ry way, I am getting better and better.’^ 

jBefore discounting the force of suggestion, it is well to note 
//that propaganda and advertisement depend on it for their effect 
Many individuals, whether psychoneurotic or normal, will believe 
almost anything if the idea is forcefully presented and fre¬ 
quently repeated. Thje hmitation of this approach is that it 
.pr ovides, at b est, symptomatic rehef j Smce no attention is given 
to the cause of the neurosis, old symptoms soon recur or are re- 
',placed by new symptoms. ‘The removal of symptoms by sug- 
’^gestion will bring about a permanent cure only in those cases 
•’.‘^here the original situation that gave rise to the symptoms is no 
longer present and where the symptoms have simply persisted 
, < as mental habits.. 

Although satisfying to the patie nt, the use of medicines, elec- 
fncal massage, mineral baths, and other forms of physical ther¬ 
apy that depend upon suggestion for their effect is especially 
'^^u nfavorable because it creates an erro neous mental attitu deH 
A fter a “cu re” bv these methods, the patient is convinced that 


his symptoms were due to some physical ailmen t He is thus 
denred insight ihtoTus condition and is left powerless to combat 
subsequent life”difficuISes. [Tt is much more desirable to leave 
the patient with^some understanding of the mental and emo- 
^ tional basis of his symptoms and the knowledge that he has 
, cured himself without medicines or physical aids. In this way 
he IS fortified against subsequent attacks (ISQ 
u^ fexhortation .—*;This approach, frequently use d by parents an d 
physicians, combines authority with appeal to wil l power an d 
c ommon sens e Common pre^pti~are~ ^ull yourself together," 
’ “snap out of it,” “ha ve cou rage and fortitude,” "ignore your 
symptoms,” “stop worrying,'””aud “think of other things.” The 


‘ ro le of the counselor is that of a sympathetic friend or an in - 
.^spi rer of confidence and mor ale. T he patient is encouraged to 
<■^-be lieve that he can recover if he makes nn his minr^ tn dn _s n 
’ diff iculty with this form of th erapy is that the ^atient i s 
usually unable to follow the weU-iritendecf advice. He does not 
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stop worrying A second objection is that it i gnores the cause for 
the symptoms I 

,^Hypnosis.^ypnos 2 S is an a rtificiall^ indllQfid^kane^,state.. 
c haracterized by heightened ■■Suggestibilit y. Early studies con¬ 
ducted by Charcot and his associates in Pans pointed to a close,, 
affinity between hypnosis and hysteria. It was noted that typi-i 
cal hysterical symptoms could be induced and cured by hypnosis.*, 
This led to the erroneous theory that hypnosis is a form of hys¬ 
teria and that only hysterical patients are hypnotizable The 
Nancy School of Bernheim and Liebault conclusively demon¬ 
strated that normal individuals can be hypnotized and that the 
basis of hypnosis is suggestion (10). However, there was an 
element of tru th ul Charcot’s observation s. Hypnosis is today 
used primarily in the treatmen t of hysterical symptoms Fur- 
thermore, artificial hysterical sympto ms such as paralysis, con-;^ 
tractures, anesthesia, amnesia, mutism, blindness, deafness, and 
dual personality c an be experimentally induced in healthy indi¬ 
vidua ls by hypno si^(8) 

frhere are many techniques for producing hypnotic trance s.^ 
T)ut the k ey factos in most procedures^e r elaxation and verbal 
suggestions Physicians sometime s facilitate r elaxation by ad- 
minisfiring a mild sedative O rdinaril y, however, the h ypnotist 
sea ts the subiect m a comfortable chai r and merely asks him to 
relax. After the subject has been made comfortable, t he hvpn o- 
tis FverbaUv suggests to the patien t, m a variety of wa vs, the 
idea that he is sleepin g So me typical phr ases, which are re¬ 
peated several times, are “Relax, let yourself go—listen only to 
my voice—relax and go to sleep—^you are feeling drowsy and 
sleepy—your eyes are feeling heavy—^relax and go to sleep—your 
eyes are heavy and sleepy—^relax—close your eyes and go to 
sleep—^you are drowsy and tired—go to sleep—go to sleep—you 
are fast asleep—^you are fast asleep." J 
IWh en the subject appears to be in a trance state, certairi tes ts 
ma ybe made to determine whether he is really hypnotized The 
hypnotist m ay sug gest to the subject that h is eyes are fast aslep p 
and he ca nnot open the m The subject is th en asked to try tc 
open his eye s, but at the same time he is given strong cnnnt PT- 
suggestions that he will be unable to do so. If the subject finds 






,tist may proceed with other tests. . 


th at his left hand has Inst, aH pcopAtinna s o that it no longer fe els 
am. When the hand is pinched or pricked with a sharD inst ru¬ 
men t, th e hypnotized subject exhibits no overt expression of 
pain, eve n though an analysis of the electrical activity of th e 
..sk in indicates a physiological respoii^ After restoring sensi¬ 
tivity. the hy pnotist mfi.v'^iipp-p.st to the subject the idea that his 




a r* ^ .'■■ c -_Ii. -i i ,■■'■‘1 h( . ‘ih; < hi .. i ‘i.)' iv o' ( d icni. When 

asii('i i-"'i_. ’ll'' '■ ,1 v\'ll 1 iismuscles 

and in other ways show that he is making a vi gorous attemp t, 
b ut if he IS really m a hypnotic tran ce, h i^ efforts will he ni nn 
ayaij, The rigidity or paralysis immediately disappears as .s oon 
as t he hypnotist jt ates that the arms can nor 
no rmal fashi on 1A~ 
tipns. For example, the hypnotist may ask the subject to sing 
' 't% words of a song being played by a nonexistent orchestra'' I 
[n these tests are successful, it may be assumed that the sub¬ 
ject is m a hypnotic trance To terminate the hypnosis and 
I br ing the subject out of the trance , th^ypnqtist merely informs 
the subject tha£he will awaken completely refreshed at a given 
sign3^ A convenien t siaial is to have the. hypJlofist count.to 5. 
After a subject has been hypnotized a few times, it is usually 
. possible to induce a deep trance with a minimum of pi ehmi- 
narie0 

■\ jW special feature of hypnosis is that suggestions made to the 
subject while in a trance may be earned out at a later time when 
the subject is no longer under the direct influence of the hypno- 
''tist This phenomenon is known as vost-hiwnntir, Runnp.^p .nn"' 
Thus bef ore wakening a subject, the hyp notist may ask him to 
' t^ephone a friend at 8 00 a m the next_ day The fo llow ing 
'^morning at 8.^0 am the subject, without realizing why, Will 
) ha ve a sudden and irresistible urge to call the friend. When the 
frie^ answers the tefephone, the sub jeerwill invent some plau¬ 
sible excuse for the call. 

[when hypnotized, the subject looks somewhat as if he were 


J asleep, but experimental data (24) indicate that from a physio- 
logical point of view, hypnosis resembles the waking state more 

^ Vr‘ s' 




TREATMENT OF THE PSYCHONEUROSES 163 5 

than the sleeping state A competent operator can place a good j 
subject in a deep trance and then have him open his eyes and, 
while still hypnotized, behave as if he were fuUy awake. Some f 
operators, notably W R. Wells (21), have demonstrated that all ' 
the symptoms of hypnosis may be produced without any sug¬ 
gestions of sleep or dro^ines^; 

Value of Hvvnosis .—tAs a therapeutic technique, hypnosis has , 
been found useful in the treatment of hysterical patients suffer- f 
nig from amnesia. When in a hypnotic trance, patients readily 
recall lost or repressed memories, and the recalled memories may ! 
be carried over to the wakmg state by means of post-hypnotic 
suggestions Direct suggestions given during hypnosis and sup¬ 
plemented by post-hypnotic suggestions are often useful in the | 
treatment of other hysterical symptoms such as loss of voice, / 
deafness, or paralysis Hypnosis has also been employed to cure ( 
insomnia, reduce tension, elimmate neurotic habits, and deter-^ 
mine the origin of phobiaTJ \ 

l^lthough spectacular cures have been produced with hypnosis, '* 
the procedure has several drawbacks. One criticism is that it is 
a si^erficial form of therapy, limited to surface symptoms^ The 
underlying conflicts remain unsolved, so that cures are usually' 
temporary, r^econdly, the treatment is restricted to patient^ 
who, in addition to being good hypnotic subjects, have no objeC-; 
tion to being hypnotized. Many individuals either are not sus-' 
ceptible to hypnosis oruiey object to being hypnotized. Even ‘ 
if susceptible, the latter cannot be hypnotized, since it is gen¬ 
erally agreed that it is impossible to hypnotize a person against^ 
his will final objection is that neurotic patients occasionally 
bring legal actions against the hypnotist on the grounds that 
their minds were unfavorably affected by the treatment or that 1 
they were exploited for immoral purposes while in the trance 1 
state^ Even though these lawsuits are based on imaginary com -1 
plaints and are usually dismissed, they can be quite annoying.' 

iThese criticisms have led to a gradual decline in the use of 
hypnosis during the past half century Recently, however, m- 
terest in hypnosis has been revived as a result of its combma- ’ 
tion with psychoanalysis to form a new therapeutic technique 
known as hypnoanalysi^ Since hypnoanalysis is essentially an 
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his_^lasses After much searching, the glasses were found, but 
the student then declared that the writing was so difficult he 
could not read it When the experimenter tried to help him, 
the student developed a psychic blindness and could not see at 
all. 

jj Explanation.—^When a physically ill person consults a physi¬ 
cian, he exp ects the doctor to examine him and then explain, t.hp 
natu ie and probable cause of his svmnt oms Psychoneurotic 
pati ents expect the same information Aft er reporting the ir 
symptoms, they promptly as k the clinician for an explanatio n. 
Tln fortunate ly, the psychotherapist ca nnot X-ra y the patient’s 
em otions or sen d his confli cts to^a la boratory for analysis 1 
„ fin d iagnosing and mterpretmg psychoneurotic symptom s, the 
.^cou nselor m ust depend larg ely on data/'supplied by the pati ent, 

^ and intensive treatment may be required to obta in the necess ary 
inf ormati on M aterial reported during the first few mterview R 
is of ten inadequate or misleadi ng The reason is that neuroses 
are complex structures, designed to afford a partial adjustment 
to some intolerable situation or conflict that may have been 
“for gotten” through repressio n. The pati ent has a need for th e 
symp toms an d is u nwilling or un abl e to exami ne their cause and 
purpose The therapist must try to elicit the pertinent facts 
cautiously without probing too quickly into the deeper aspects 
of the neurosis If the patient is unduly rushed, he will become 
resistive or discontinue treatment. Th e safest policy is to have ! 
the pa tient set his own pace and gradually make his own inter-r ^ 
pretations 1, 

,^|to hasten treatme nt a nd to encourage the patient to fac e 
sp ecific proble ms, the therapist mav occasionally offer explana - 
.tions, but these should be framed as possibilities that the patien t 
is Tree to accerff or reiect Even if the therapist has a good 
understanding of the problem, he should refr^ from forcnig 
t his interpretations on the pafaent Under no circumstances 
should the therapist ar^Ge with the patient concerning t he edr - 
rectness of any explanations offered by himself or the patient 
^ At times it maWbe necess ary to ove rlook or post pon e considera¬ 
tion of important points that the therapist thinks the patient 
will be una ble tpjh^dle' l For examp le. noUiing is gamed and 
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much harm may result if the therapist tells the patien t thaU^is 
s ymptoms are due to laten t homosexuality or re pressed hatr ed 
for some member of his fam ily. 

problems, the counselor may take a more active pie in explain¬ 
ing how certain symptoms develop In c ases of anxiety an^ 
Tip. iiyastheni a, he may point out how st rong emotions produce 
t ension and disrupt the normal functioning of the body and Jhus 
facilitate the appeartmeo of menial and physical sj inptoms^j 

w otlen. clanf ied^b v 

example^ of anijig],s,^ho “freeze” or play dead when exposed to 
terrifying situations, and W examples of humans who are struck 
dum^ by sudden emotional shock [A discussion of the princ iples 
of conditioni ng and associative learnin g ofte n permi ts a patient 
to u nder s tend ho w he has acquired his fern s, pe ^iar ide aiTand 
man nerism s, W ith compulsive patien ts, a descri ption of dis- 
pl acement. propection, and other mechanisms is frequently of 


value. 


y Advice.—[A f ew counselors with Jehovah complexes re gard the 
giving of advice as their mam functio n These individuals, in 
common with certain newspaper and radio “experts,” assume 
that they know everyt hing and can competently advise patients 
on all their intricate and varied difficulties. Fortunately, most 
clinicians do not confuse themselves with God to that extent 
They realize that they possess neither wisdom nor the au¬ 
thority tojettle"^ the proEImns of m ankin d From experience 
they know that although patients frequently request advice, 
the y rarely follow it and^qften resent being told what to do A a 
further objection to advice is lhirir*encdur'ag‘es'lL "depAndent ^. 
attitude and interferes with the psychological growth of the ^ 
patient] 

[However, it would be incorrect to state that reputable coun¬ 
selors do not g ive advic e Many of them do . but they make a 
conscious attempt to. restrict advice to pa rti^ar situations and 
to u se advice sparmgly and inifc-ectly ! S ome limit Advice t ,n 
gen eral rules for sound mental hea lth It is not nncATrvmnn fn v 
psychoth erapists to advise their patients to lea d a balanced life 4 ) 
of wnrk, play; rehl, and prayer, to subst itute action for worry; d 
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to face unpleasant reaj^ies; to reno unce unatta inable goals and 
ambitions, to talk o ut proble ms: and to adopt an optimistic 
attitude toward lifS S ome patients find'general principles of 
this nature helpf ul Oth ers feel that these principles do no t 
appl/ totE^ ) or t hey experience difficulty in trying to put the m 
into pr ^ticg 

,3 Persuasion.-^The t heory underlying this me th od, wh ich is 
usually associated with Dubois and Dejerme, is that the p atien t 
can be persuade d to get well by “encouragin g‘qo nversation,” 
p-xnlanati on 8 f~sy mptoms, and appe al to'^re ason, After gain- 
ing t he patient’s confiden ce a nd hearing his stor y, t he therapi st 
in a logical manner explains the nature and meaning of symp - 
toms, at tempts to correct any false ideas or unwholesome menta l 
habj^, an d encourages the patient to believe that there is n o 
ration al reason why he should not get well ©One iTimitatinhl of 
the method is that even after the patient attains mtellentiia l 
msijht, he may be unable**^o free himself of bis svmntoms be¬ 
cause ^fJusJank_of_emptionaljanderstan^ persuasion 

is concerned ma inly with the conscio us lifej. it is jilso open to the 
criticism that it overlooks the dynamic unconscious factors m 
the neurosis"] _ N TEC H 

/\ Mental Catharsis.—^Iost therapists today make some use of 
this procedure, particularly in the early stages of treatme nt. 
tohorsi£.cons^ts s imply in the talking out of troubles, worr iekij- 
and conflicts. It is a form of medical confession, a way of re- 
lieymT ^Tie mind of painful, guilt-laden, or distressing secretZ 
^.trhe patient lightens his burden by sharing his troubles with a 
sympathetic listener who does not c ritici ze or ridicule his actions 
I and thoughts He is thus enco uraged to face his difficultie s 
wit h greater energy and a healthier mental attitude | The thera¬ 
peutic v alud'^f catharsi s has been well stated by Ros s (18, 
U'P 131). “On cn the patient has learned to look at t h.e..jiisagcee-^ 
able, its power^to make him uncpinfortable mlLbeJessened ^ 

IS ^better if we have done shameful things to think of them as 
^suph, rather than pretend that we have not done them a^ all A 
n skeleton in the cupboard is a gruesome and fearful thing, but 
if we look at it often enough it wiH become only a bag of old 
bones.” 
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D j Other techniques based on the principle of ca tharsis are play- 
therapy, finger‘pfainting, puppetf^ows, and playacting. The 
last, kiiQ-wn as psychoanma, has been extensively used by 
Morenqi A general ’ ’ ’ ’ " ' techniques has been 

reported by Sargent ■ j of mental catharsis 

and allied procedures is that they are not comprehensiv e As a 
re sult of ventilating or i ndirectly expressing his probl ems, the 
pa tient may obtain considerable relief and insig ht: but t o avoi d 
a repetition of past mistak es, h e must increase his self-confide nce 
and per haps modify his attitude s and beha vior T o attain these 
ob jectives , a m ore intensive study and treatment of the total 
person ality is usually requir ed 

,(0 Psychoanalysis.—j-Psychoanalysis is a high ly specialized typ e 
of tr eatm ent, hmited to patients who are fin ancially ^^l e to 
have daily treatments for a penod of fr om one to three yea rs. 
By means of f ree association and dr eam analysis an attempt is 
made to t ra^€the development of faulty emotional reacti ons 
fr om early childhood onwar d, wi th empfesis on the study of th e 
un conscious mind and repressed infantile sexualit y. T he aim o f 
th erapy is to redirect t he thinking and psychic energies of t he 
in dividual from neurotic channels in to more constructive way s 
o f living. ] A more detailed description and evaluation is con¬ 
tained in the following chapter. 

if Nondirective Psychotherapy.-]^ r^nt years nie trend has 
been for the p atient to assume a more active ro le in the thera¬ 
peutic process. The counselor has gradually relinquished his 
authoritarian position and has per mitted the p atient greater 
oiV'''ifu ii_, fn -ponlf rru- -olf-i mik—imI' !i‘'d -c'ir-_''i-li'i'ce. 

lb -I'l- - ■ ■ ■ 'iiK ■ I fl'l) i(’ii(-('';'(■ mo'i ' X- 

treme development of this passive approach A basic assiimn- ' 
tio n of nondirective therapy is. tha t the patient has the nght to 
•solve his own problems and select his own life goals Moreover, 
he will do a good job of it if given the chance. The nondirective 
d^ herapist avoids advme, persuasion, suggestion, and similar inter¬ 
vention techniques, and evenli mits the use of explanatio n and 
en courageme n t to specific situatio ns. Attention is focused oil 
-the individual r ather than on any particular p roblciin Th e aim 
of therap y. acco ^mg;Jo Rogers, is n ot to do something to "th e 
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p atient or to induce him to do something about hims elf but to 
ssist the patient to grow and attain responsible niatui^ sV 


t h at he can more effectively cope with presen t and future diffi- 
ultie^ 

/Xt Srst glance, nondirective therapy may appear ridiculously 


s imple The patient does all the talking , and the counselor 
merely sits back and occasionally says “M-mm” or rephrases 
some statement made by the patient Actually , o f course, th is 
tfichninue requires considerable skill and experience The non¬ 


directive therapist is by no means a passive bystander in the 
counseling process He has many complex and important func¬ 
tions. He must somehow~make the client accen JumKins ihili ty ^ 
foT working out his own solutions to his problems. With re¬ 


sistant or dep endent patien ts, this m ay be a difficult task He 
ir. d'l^' bi"'* .''■p'c ■mT)', o*’ f. .I'l ici^recSg 

nu'v ''VI ('M_., !•<,• ; jK>'i I " '''.'•o. I'u patien t; 

Jaid the patient tS^obtain insight, and clarify the different 


c hoices tha t may be ma de. Finally, he must te fmhfate the 
clieht^counselor relationship in aT^sfactory manner i 


|_In s ome res pects. Rogerss approach is similar to psvch o- 
a ndy_s is Both procedures permit the patient considerable free- 
d om of expressio n In p sychoanalysis , however, the patie^ s 
associations are eventuaHydirected to repressed um^nscious 


m epiori^ s. especially to repressed in fantile sexuali ty Non¬ 
d irective therapy is more concerned with the expression of Wi rT 
rent difbcnlties a.t, cnnscjfmis levf.l A lthough Rogers’s tech - 
rjnique is m ore time cbhsummg than direct procedures , i t require s 
' only a fraction oTUie time necessary for a complete psycho¬ 


analysis j 

It IS still too early to evaluate this new contribution The 
indications are that nondirective therapy is . limited m its use - 
I fulness to intelligent mtients who have some capacity cope 


wi th life and are under sufffcfefft tensionto be motivated towa rd 
active cooperation in solving their problems. It is doiSmful 


whether the methb'd is suitable for hysterical and many neuras- 
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p roach it ia of recent origin . The usual practice is to combi ne 
in dividual therapeutic session s w ith group meetin gs. Initia l 
interviews are on an individual basis. A life histor;^is"obtained 

and the vTTToimrpi. iiirjiyirliinl end 

he may ic iii' 'i i' ''ni i ‘ a ■ I ■ !l uo' ( (m '■< 
tion, and j'‘i' a ul 'I. ■> ■' ■■■ •!■ r. ' -, i i■ h d' ■! 

- by Hadden fG) as necessary requirements for admiss ion I^d- 
dition, the patient’s condition must not be so far advanced th at 
' he is incapable of reactin g emotiona lly. 

Cl asses consist of approximately 5 to 15 patie nts of the sam e 
sex. The actual management of the class varies with the thera¬ 
pist Insofar as possible, th e same therapeutic procedures us ed 
in individual interviews are adapted to group work The psy¬ 


chiatrist a cts as the group leader. Sometimes he gives ledtures 
on t he psychology of the neurose s and at other times he calls 
on volunteers or s pecific patients to discuss them symptom s, in¬ 
dulge in free^association, or rmort k dream The psychiatrist 


may interpret the material, bring it before the class for open 


discussion, or call on individual patients for their comments 


The personality of the group leader is of considerable impor¬ 
tance, since desire for approval of the leader promotes a spirit 
of rivalry making for maximum improvement As the clas s 
co ntinues , patie nts are encoufaged to report progress and int er¬ 
p ret each ^other’s symptom s. In effect, they treat each other 
unde r the supervision of the psychiatr ist. L 
The outstanding advantage of the group method is that it 
"Enables the therapist to treat m any patients simultaneo usly. 
^ Si nce treatment of neuroses is a time-con.suming prnc e.ss. this 
IS an important consideration. There are other good points 
On the basis of his experience with the method, Sc hildg r (20, 
p. 201) writes. “It is obvious that an individual in such a group 
Qsee s the fundamental identity of his pro blems wth the problems 
" of others. It takes him out of the isolation into which the neu- 


iro sis has led him . The members of the group easily identify 
themselves with each other. The fact that one member of the 


group brings forward material which another very often tries 
to hide lessens the resistance and brings forward conscious as 
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*well as ‘unconscious’ material. Frequently it is easier to see 
nne*s own problem whe n it is brought forward b y anqtlmr.” 

Preliminary reports indicate favorable therapeutic results. 
Several psyc hiatris ts have been particularly impressed by the 
) improvement occurring m obsessiy,e-c.ompulsive patients, who 
usually res pond poorly to in di vidual f orms of therapy. 

General Summary .—In conclusion, it should be emphasized 
. that t here i s no one best psychotherapeutic te chniqu e With 
.dhe possible exc eption of exhort ation, al l the above pr ocedures 
are useful and desira ble in certain situations W hen natient si 
cannot afford .pro longed^^g^tment or ^g^en ^ t he sympt o ms are 
'^relatively mildj sii| gestion, exj^nation, ^'ersuasion^ or advice 
iiip irinni In casBS of simpl c amnesia, )u 

hyi _ .ve t ool W ith intelligent pa -;. 

tie nts, suggestion or advice may be less desirable th a n ment al 
c atharsis, psychoanalysis, or nond iiective therapy A further 
, influen cing factor is the personality of tEW^nicia n A quie t, 

^ mt ro^rted counselor may have great success with psvelioana l- 
ysis a nH nnriHirpp.f'.uie tb e f ftpv, but an energetic e xtrover t might 
find it impossible to assume a passive role, and his forte may be 
som e active, directive form of thera py In a few instances, 
special forms of therapy other than psychotherapy may be mdi- 
cated. 

OTHER FORMS OF THERAPY<^5 

p.Relaxation.— Some sufferers from excessive tension and in - 
somnia may obtain symptomatic relief if they are taught how 
to reiaF physicallv and mentaUy One method (9) consists in 
having the patient reclin e on a cou ch and intentionally contr act 
and re lax various muscl es j)f the body in systemat ic fashion. In 
this wa y the su bjegt gets the feelmg of each state and gradually 
acquires voluntary control over his muscles so that he can relax 
the entire body at will When the body is co mpletely relax ed, 
tension _disap^ar s, and the pa tient finds it easier to go to sle ep 
Th e voluntary relaxation oTthe muscles may be supplem ented l 
by v erbal suggestions on the part of the examiner tothe effe ct 
that t he patient is becommg drowsy and s leepy Thr oughout 
th e training period , the patient is encouraged to believe that in 
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the future he will be able to induce this relaxed condition by 
himself. A prehminary dis cussion of the ph ysio logical nature of 
tension an d tUTefect of bodily states on mental symptom s is an 
import ant adjunct to this form of ther apy '' ' • '■ 

itP Rest Cures.— S ,Weir Mitchel l (14) was one of the most vigor¬ 
ous a dvocates and the most successful practitioner of the theo ry 
of rest and isolatio n He believed that psychoneurotics suffer 
from exhaustion and need complete Mt in bed, rich food, and 
compete jpcial '^lation Hi s patients, mostly nervou s, run¬ 
down women, were confined to bed, systematically overfed, and 
forbiddei^o do anything or see visitors Under this regime 
many we re cured , but as Ross (18) has pointed out, there is 
some question whether the improvement was directly due to 
the beneficial effects of rest, food, and isolation. Mitchell was a 
m an of magnetic personality and many patients were undoubt- 
edly infl uenced to get welt by their complete faith in h im. More¬ 
over, he made extensive use of active therap y He constantly 
pointed outjto his patients the need for an active and useful lif e. 
.-Finally, h is met hod of treatment made illness dull an d uninter¬ 
esting. In effect, some pafienSTmproved because the tre^atment 
was more boring and painful than the advantages gained by the 
presence of neurotic symptoms. 

Rest and isolation are stdl utilized as therapeutic procedures, 
but cures are no longer as plentiful A possible explanation is 
that most psychiatrists today are skeptical of the exhaustion 
theory of the psychoneuroses and their lack of confidence in the 
treatment is unwittingly transmitted to their patients. In an 
autobiographical note, Ross (18) states that when he first tried 
out the rest cure, he obtained very satisfactory results. Later 
he began to have some doubt concerning the exhaustion theory 
of the neuroses, and as his doubt increased, his cures decreased, 
although the treatment, apart from his skeptical attitude, was 
the same Current psychiatric opinion is against rest cures ex- 
' cept in obviously exhausted cases Prolonged horizontal therapy 
encourages chronic invalidism and side-steps the basic causes 
for the neuroses. ^ 

|li' Environmental Therapy.—A n improvement in the pati ent’s 
external problems sometimes encourages recovery. Divorce, 
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marriage, or simply leaving home may provide a therapeutic 
escape from a domestic situation. A change of employment, a 
promotion, or a successful financial venture may reduce friction 
with associates and restore self-confidence. A vacation away 
from an uncongenial social environment or oyerwhelming re- 
sponsibihties often results m some t emporary mental imnrn v^ ., ^ 
ment. A npthei an omach. and a difficult one, consists in 
viat ing external stresses by persua ding relatives and associa tes 
to as sume a more favorable and sympathetic attitude tow ard 
the pa tient in need of affection and attent ion, and, conversely, 
to ad opt a sterner attitude toward the overpro^cted pat ient. 
The ma in ob jection against environmental therapos that it is 
merely a temp orary exped ient. The p atient remains unchan ged! ‘ 
^nd sy mptoms reappea r with the return of external and enviro n-l j 
mental difficu lties. 

Hospitalization.—Of the more than 5,000,000 psychoneurotic 
individuals in the United States, only about 5,000, or a ratio of 
1 to 1,000, are annually admitted to registered mental hospitals 
The sm all per cent hospitalize d is not surprising, since only the 
mos t severe cases warrant hospitahzation The milder ones 
visit Wlnics, consult p'liysicians, psycfnatrists, and psyffiologists, 
or seek help through reh^n, special faddist movements, and 
patent meUTcines. Many go untf eated. 

H ospitalization offers several idvantages The most impor¬ 
tant IS that it permits trea tment under ideal condit ions. The 
patient is removed from the external world of ^ife aiffi conflict 
and is placed i n a sheltered, simplified env ironment that^ affords 
a temporary retreat from domesti c, social, o r busm ess difficulties 
Thi s gives the patien t an__opp ortunity to concentrate all h is 
effor ts upon getting we ll In place of tlmusual one to five hours 
of treatment a week received by the chnic or office patient, the 
institutionalized patient is under tre atment twenty-four hours a 
day. T herapeutic psychiatric intii*fiews are supplemented by a 
careful ly balanced and supervised progranUo f rest, oc cupationa l 
thei^^y,~and recreat^ Hab its for~he^hy^ing are esffi b- 
hshed that wiH permit the natient to carry olTwhen discharg gd. 

Lmn s: yth oth^patients is also of therapeutic A 

patient isless apt to legaid his condition as unique and hope- 
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less when he is surrounded by other patients in various stages of 


rniproYement. Grou p lif e further provid es an opportunity for 
impro vin^ he de ficient ‘sbcrability of~t he~lieur otic. Living in- 
close unity with other individuals all day and engaging in spe¬ 
cially arranged group activities are important aids in fostering 
social poise, adaptability, and mterest in others (1). 

The one possible disadvantage \of hospitalization is that the 
patient may become so dependent upon the sheltered, simplified 


institutional life as to be unvdmng to reenter the grimmer exter¬ 


nal world and resume his responsi bihties. It is not uncommon 
for neurotics to have relaps^ at the t ime of their scheduled dis¬ 
charge. This, however, is not so much a criticism of hospitaliza- 
tiofTas an indication of fa ulty psychological t reatment. The 
final goal of all sound psychotherapy i s t o strengthen and pre- 
!>’ pare the individual to lead a happy and useful life in the world of 
' reality. 

PROGNOSIS 

Resistance to Treatment.—^It is often more difficult to cure a 
ne urosis than a nhvsical disease . Th e person su ffering from 
SO' ’ 1 . - ’ . f rom his liines s. 

h ■ ■ ' ■ • . ■ ' , and eagerly co¬ 

operates with the physician. Neuroses, unlike physical dis¬ 


eases, are not chance ailments Neuroses appear when the in 


dividual is faced with some distressing problem 


his capacity; the symptoms are essentially attempts at adjust¬ 


ment. I ndirectly, the patient profits from his neurosi s. It pro- 
tects him from the basic cause of his difficulties and often offers 


many additional secondary gains m the form of attention, dorfli- 


nation over the family, excuse fof'failure, and avoidance of re- 


spon gibihti es H ence the pa tien t is unwiUing to be cured a nd 
cooperates poorly Treatment is a constant struggle between 


t he patien t an d the physician . Even when the patient’^ resis t¬ 
a nce against recovery is overcome or the situatio n Ganges so 
h^the neurosis no longer serves any usefuL purpose. t he prog - 
nosis may be unfavorable because the patient dares not recover 


unfavorable comments from 
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his relatives and friends , for exanaple, “I told you there was 
not hing wrong with you ,” or “It was all imaginatio n.” As a d e¬ 
fen se against these taunts as well as a balm for his self-este em, 
it r nay be necessary for the patient to acouire some face-savin g 
reaso n for getting wel l. Under such circumstan^s a pilgrhhage 
to a dist ant shrin e, consult atioi^with a famous specialis t, change 
of physician, or a vacatilS often produces rein^aWe th erape u- 
tic results. 

Recovery Rate.— Prognosis is essentially good Ma ny p a- 
tients rec over spontaneously in th e absence of any formal tr eat- 
ment, so that it is diffic ult to evaluate n rccis ely the d i rect effec t 
of any speci al form of therap y Some representative recovery 
and improvement rates are summarized in Table II, which in- 


Tablb II. Prognosis in the Psychonburoses 


Place of treatment 
and person reporting 

Num¬ 

ber 

treated 

Per cent 
recov¬ 
ered or 
improved 

Comment 

Private practice (Yas- 

100 

82 

Treatment from 2 weeks to 4H 

km, 23) 



years, varied psychotherapy 

Tavistock Clinic (Luff 

500 

83 

Clinic treatment, majority 

and Garrod, 13) 



given less than 20 interviews 

New York Psychiatric 

! 119 

87 

Mean duration of treatment 6 

Institute (Landis, 



months, varied psychother 

12) 



apy 

Stookbridge Sanatorium 

1,060 

89 

Mean duration of treatment 

(Coon and Ray- 



about 1 month, private Sana- 

mond, 1) 



tonum; explanation, persua- 




Sion, and guidance 

Maudsley Outpatient 

50 

91 

Vaiied nonpsychoanalytio treaV 

Department (Neu- 



ment on interview basis 

statter, 15) 




Berhn Psychoanalytic 



Freudian psychoanalytic treat- 

Institute (Reported 



ment, mean duration of 

by Landis, 12), 



treatment for completed cases 

Total cases treated 

312 

58 

17 months 

Total cases completed 

200 

91 
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eludes results obtained by following various forms of therapy in 
public mental hospitals, research and teaching institutes, private 
sanatoria, and clinics in the United States, England, and Ger¬ 
many Similar therapeutic results have been reported by Janet 
(10) for some of the older forms o f therap y In round numbers, 
from 80 to 90j)er ce nt o f ps ychoneu ro tics reco ver or improve 
Ill generilTEy sterS^atients responcT more favorably to t reat¬ 
ment than obsessive-compulsive cases , a nd chronic patients hav e 
a low er rate of amelioration than rec^t case s. P lace and leng th 
of tre atment appear to be of negligible importa nce Clinic 
patients do as well as hospitalized cases, and the recovery or 
improvement rate for public mental hospitals is as high as for 
private sanatoria On the basis of total cases treated, psycho¬ 
analysis, the longest form of treatment, makes the poorest show¬ 
ing However, this observation must be interpreted cautiously 
M any patients turn to psychoanalysis only when simpler m eth¬ 
od s have failed , wit h the cc ' _ _ 

to t reat the more severe cas -^. , 

Later Adjustments.— substantial number of neurotic p a¬ 
tie nts who are discharged as cured or imp roved have subsequent 
attacS! As a rule, subsequent attacks are similar to earlier 
ones in severity and content There is no evidence that patients 
become progressively worse with repeated relapses and finally 
become psychotic As has been pointed out in an earlier chapter, 
Jthe neurotic fluctuates between normal health and a neuros is. 
H is chances of developing a psychosis are no gr eater than for the 
ge neral populat ion. 

One year following treatment, Ross (17) found that 70 per 
cent of his cases could be classified as recovered or improved 
After three years the number known to be well or improved had 
dropped to 50 per cent, and after five years the number had 
dropped to 40 per cent. In the group studied by Luff and Gar- 
rod (13), the proportion of ameliorated cases dropped from 83 
per cent at the time of discharge to 60 per cent three years after 
treatment In a follow-up study of anxiety patients some 10 
to 12 years after treatment, Harris (7) noted that 31 per cent 
were well, 49 per cent were suffering from anxiety, 7 per cent had 
developed psychoses, and 13 per cent were dead. Denker (3) 
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followed, for a five-year period, the careers of a large number of 
psychoneurotic patients who had disability insurance policies. 
Forty-five per cent of the cases were terminated within one year, 
presumably as recovered or improved, and approximately three- 
fourths were terminated within two years. Ten per cent were 
still disabled five years after onset 

Suicide,—T hreat or fear of suicide is a common psychoneurot ic 
symptom, but. the number of successful att empts is relativ ely 
small. Ross (17) reported 7 cases of suicide among 1,186 Eng¬ 
lish patients In this country, Coon and Raymond (1) noted 
6 suicides among 1,060 psychoneurotic cases, and Denker (3) 
recorded 3 out of 707 cases This places the rate at approxi¬ 
mately 1 out of 185 patients For the general population of 
comparable age the suicide rate is considerably lower. 

Mortality Rate —P sychoneurotics may wear out their familie s 
an d frie nds, but they take excellent caruof .themselves A study 
conducted by Denker (3) shows that th eir life expectancy is bet¬ 
ter than avera ge This is prob ably due to their constant medica - 
tion, excessive self-pamperin g, av oidance of strenuous tasks , long 
vacations, and frequent rest periods 
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CHAPTER IX 


PSYCHOANALYSIS AND RELATED SCHOOLS 
FREUDIAN PSYCHOANALYSIS 

The term “p^choanalysis” has three different, meanin gs It 
is,(^rstj a snhnol of nsvehnlogy^^that e mphasizes the dvnam ic/r) 
pHv ehio determinants of human behavior , and t he importance of i 
nhil dhood experiences m molding the adult nersom litv (^ee) 
ondly, psychoanalysis refers to a s pecialized technique for m A{1 
v estigating unconscious mental activit ies Pm aJlVrpsvch^ 
ysis IS a method of interpreting and treating mental disorde rs. 
especi ally the psychoneuro ses 

The cornerstone of psychoanalysis was laid m Vienna m 1893, 
and since that time “the house that Freud built” has undergone 
constant revision (12) New wmgs have been added and many 
old sections that have failed to stand the test of time have been 
discarded The present summary is essentially limited to a 
review of Freud’s basic formulations as they existed at the time 
of his death in 1939 

Dynamics of Behavior.—^Freud (9) recognized two funda -) 
mental motivatmg forces ' the c onstructive life urges und the' 
destru ctive death urges . Drawing upon Greek mythology, he 
christened the life forces Eros and the death forces Thanatos 
These psychic drives find physiological representation in the; 
anabolic, or building-up, and catabolic, or destructive, processes 
of body tissues T he aim of the death urges is to injure, destroy, 
and kill^a s manifested in hate , l aggression l m urder , and suicide. i 
The life drives were further divided into two groups: the eao\ 
^ves that subserve thfi-.organic ne eds of nutrition and self -J 
pres ervati on, and thel^dnves that find. exp]minnan.pl^^ 
urable and affectional pursu its. 

Ego impu ls es play an insignificant role in Freudian psych o¬ 
a nalytic th eory and are rarely mentioned Major importance, 
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however, is attached to the and aggression drive s, since their 
d evelopment and expression ar e thought to determine, in'l^gc 
me asure, the happiness and mental health of mankind Love 
a nd hate , as viewed by psychoanalysts, are not necessarily mutu¬ 
ally antagonistic Often the two are inseparably fused In 
cou|:tship there is often some quarreling, and loved persons are 
often hurt. C onflicting coexisting motive s and attitudes of this 
nature are frequently encountered in psychoanalysis and are in¬ 
cluded under the heading of ambivalenc e. 

I T he Freudian i' 'mi)-!' (u-i of .'i- .u^s that the 

energy generated I', i ■ ■ -I’, i- u o ■ > ( 1 ( ,i ■> the various 
major hfe urges These energized drives create tensions, con¬ 
sciously perceived as painful and unpleasant feelings, that impel 
the individual to engage m specific tension-reducing activities 
T he energy of the sex drive is called the libid o, and tension pro¬ 
duced by sex energy is best released through amorous activity, 
However, society places many obstructions m the path of sex, 
so that the libido is frequently denied normal or direct outlet. 
This creates a damming up of sex energy 


Release from the accumulated tensio n n my be sought throu gh 
su blimatio ni^te nsion-reducmg neurotic symptom s, or other 
'imeans. S ublimatio n, t he solution of normal individu als, con- 


sists in the direc 
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mediate pleasure to avoid subsequent pain The Reality Prm- 
ciple is closely assoaate3"m3rthe~^o^ drives, and its goal is to 
adapt the individual to the moral, social^ and physical require¬ 
ments of the external world. The guiding rule of the death drive 



6. Anal stage. During the ages one to ([oi^ the child 
IS chiefly co ncerned with the satisfactions associated wit h 
h is toilet habits Pleasure is derived from expulsion 
and retention. Between the ages of two and four, the 


child becomes conscious of himself as an independent 


^ Nirvana represents m Buddhism the final release from life problems, attam- 
able by freeing the soul from all attachment to the external world 





182 


ABNORMAL PSYCHOLOGY 


individual and proceeds to^direct his libido up on himself 
as a psychologicaT enSty. This self-love i s termed nar - 
cism. The Pleasure Principle is beginni ng to be cb n- 
trolled by the growing Reahty^rinciple. ^ 
c. Phallic stage. Between the ages of four and the sex 
energy or hbidojs loca lized in t he genital organ s. Infan¬ 
tile masturbation is fairly common. The libido o bject 
meanwhile shifts from ^e self to the paren t of the opposite 
sex. This IS the well-known O edtyus comyle x. Little 
boys fall in love with their mothers and dislike their 
fathers, and little girls love their fathers and hate their 
mothers The latter daugh ter-fathe r attachment is also 
known as the Electra comphx. This peculiar parent 
relationship is soon dissolved m normal children. Un¬ 
der threat of castration, more implied than explicit, the ' 
child rehnquishes all infantile sexuality. The Reality 
P rinciple is now well establishe d. 

Latent stage, ages s ix through twelv e 
a. Coincident with the entering of school, t he child re ¬ 
n ounces his earlier sex interes ts. E mpISasis is now placed 
on intellectual growth an(^social and moral dev^op- 
ment This is the age of high ideals^ altruism, and pru¬ 
dishness Children at this time resent excessive par¬ 
ental display of affection but are fond of both parents. 
There is a decline in_nSfcism.,^i„„/^ 1 

3. Genital stage, ages tw elve through'matur ity. 

a. Revival of infant sexua lity. The onset of puberty in 
the early teens brings about a revival of the oral, anal, 
and phallic stages. 

b. Homoeroticism. The period between twelve and fifteen 
is often marked by attachments t o pla ymates and friends 
of the same sex Girls develop “crushes” on each other 

,, and on their teachers. Boys form gangs, have special 
pals and heroes These attachments rarely go beyond 
the platonic level Youngsters at this stage are very 
e gocentr ic, and their fondness for like-sexed individuals 
of comparable age may be partly an indirect form of 
s elf-l ove. Even more important is the fear'd! jthe oppo- 
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site sex. Preadolescent youngsters, somewhat confused 
by their strange erotic impulses, feel more at ease with 
me mbers of their own sex a nd direct their revi talized 
libi do thward them to avoid heterosexual embarrass¬ 
ments One further factor is _^at society discourages 
opposite-sex attachments too early in hfe. 
c. Heterosexuality Early adolescent love affairs are largely 
narcistic and experimental. Boys and girls demonstrate 
their ability to attract the attention of members of the 
opposite sex and at the same time gam confidence in 
their sexual maturity Serious lov e at tachments inyolv- 
mg a heterosexual exchange of libido appear in the late 
teens and. _early twenties In the_early jphase of the 
genital period there is a maAed revival of the Pleasure 
'^Principle, but the Reality Principle eventually regains 
t he upp er hand. 

^ This description of psychosexual development was originally 
based entirely on the study of neurotic patients, but Freud and 
his followers have insisted that these findings apply equally well 
to normal individuals 

A further aspec t of the psychosexual theor y that has far- 
reaching significance for the understanding of human behavior 
i s the assumption that many character and personality traits of 
norm al individuals are d envation.s and continua tions of infan ¬ 
t ile sexualit y. Early oral eroticism , f or example, is represented ij 
in later life by kissing, smoking, and gum-chewing. Lovers 
sometimes say, “I lov e you so much I .could eat yo u,” or they 
express their oral intentions more subtly by calli ng each other 
“s ugar” and “honey ” H oarding , excessive cleanliness, pedantry, 
ob stinacy , and petulance are re garded as derivatives of the anal , n 
stage. Individuals who select professions that put them in the " 
spotlight, for example opera singers, t eachers, and actors, demon- 
strate residual narcistic or exhibitionistic te ndencies. The 
shadow of the O edipus compl ex is seen in the tendency for boys 0 
to marry girls who resemble their mothers and for girls to prefer 
men who have their father’s disposition or physique Women’s ^ 
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teas, and club s exclusively for men , imply a co ntinuation of 
pubertal homoero tic in clinatio ns 

Levels of Consciousness.—The mind , according to Freud 
(10), consists of t hree levels the conscious, the y reconscious. and 
the unconscious These divisions are convenient abstractions 
ratherTKan^cific anatomical areas. [Mental events and memo¬ 
ries that the person is aware of at the moment constitute the 
conscious mind The preconscious is the storehouse of surf ace 
memories and desire s t hat are n ot con scious at the momen t but 
are readily rec allable The unconscious i s the repository of buried 
thoughts, emotions , and imniilses tha t,. .are not readily aecpsai hlo 
to voluntary contro l The contents of the conscious and the pre¬ 
conscious mind are internally consistent, temporally arranged, 
and adaptable to external events The unconscious is timeles s. 
c haotic , i nfantile , and primitive I t is the underworld of th e 
pe isonalitv th at is unconcerned with reality or the rights an rl 
r ules of societ y. 

The contents of the unconscious come from two sourc es A 
portion consists of primitive^ ^pleasure-dominated, and some¬ 
what, brutal ideas and^ strivings that have never been conscious (D 
They are part of the in dividual’s inheritance The second source 
consists of thoughts, memories, and wishes that were once con¬ 
scious but have been r epressed or pushed back into the hinter-(5 
land of the mind because they were t oo shocking, painful, or 
shameful to tolera te. The return of this exiled material tn nnu - 
sciousness is stren uously avoide d 

iS oth types of unconscious material a re denie d d irect accg ss 
to our attention and conscious awareness beca use^ they would 
of fend our finer sensibilities or wound our self-esteem The un¬ 
conscious, however, is not dormant. Like the turbulent and 
muddy undercurrents of a deep river, the unconscious exerts a 
profound effect on the composition and flow of the clearer 
waters above I ts presence is revealed by embarrassing slips of 
the tongue, thinly disguised phantasies" and dre^s, inner “con¬ 
flicts, and neurotic'lymptoms Further evidence is obtained 
from the study of certain psyclibses where^' the confining~w ^1s 
of the unconscious are shattered and i ts am oral and uncivil^ed 
contents are readily apparent m the ideas and actions expressed 
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Origin of Psychoneuroses.—N ormal individuals solve th eir 
in trapsyc hic disturban ces, often with the ai^ of some of the 
me ntal mechanis ms aiscussed in Chap. Ill, in such a manner 
as to restore a harmonious balance between the various compo- 
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nents of the self ^d the social and physical environment. In 
t he psychoneu roses, the E go remains in contact with reality but 
is threatened'witlTToss of mastery over the Id and Super-ego 
Ne urotic reactions are emergency makeshift measures that~per- 
mit some degree of mental adjustment at the cost of svTuptmns 
th at are distress mg and annoying to the pati ent, hi s associat es. 
or_^h 
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Freud’s explanation of the origin of the neuroses has been 
ably summarized by Hendrick (15, p. 27), an American psycho¬ 
analyst. 


Fr eiiri discnvere d that all fac tors contributing t o a neurotic reac - 
tion are i ntim at^iy^a ssociated with the sexual life oT me patient, and' D 
the sexv^STTife o f Ins childhood as well as adultho od In addition 
Freud has always recognized her edity ~r -. r'' ^1 ■- r' - r ,i f '■ - 

Today, in psychiat ric usage, “heredit ^ • v v - ■ ■ 'i ■ ■ ; ■ i ' •) 

come to be used chiefly to disguise ignorance, in that everything we 
cann 6rmij^a K~isTscrihed aibitranly to it When we find that an 
environmental situation plays a role in a specific maladjustment, the 
role of heredity is less emphasized, the disclosure of adult traumata 
which have become unconscious still further reduces its significance, 
and the demonstration of infantile repressions do so still more At 
this point, however, analysts are compelled to join their colleagues in 
assigning what is still inexplicable to hereditary causes There is 
no reason to doubt that an individual with sufficiently inferior germ 
plasm cannot escape mental illness under any life conditions, but it is 
also apparent that individuals whose heredity and infantile experi¬ 
ences are not unusually unfavourable may be made^neuptic by ex¬ 
ceptional emotional strain. 

I n his classification of the neuroses, Freii^ (8) distinguished ^ 
bet ween what he called the “actual neur^es” and the “ psych o^^' 
neuroses ” The actual neuroses7 i ncludin g n euras^en ia and 
anxiety n^rosis^ w ere assumed to be of gomatic or toxic origi n i--' 
res ulting from disturbances in the sexual m e of' tke aduT I! '" Sex¬ 
ual excesses , especially masturbation, -were given as the cause „ 
for the fatigue s ymptoms of the neurasthenic. T he unattached 
anxie^ an d yague fears of the anxiety neuros is we re att ributed 
to s exual’abstinen ce, c^o itus mterrupt us, a nd other f orms of 
sex ual stimulation lacking in adequate gratification 

Th p. tbrp.fi psvc.hnnp.iirnsp. !^p^».nnvp.rsiltfi hjrsteriaig^nxiety hys¬ 
teria, and^^bsessive^ompulsive neurosis—^were regarded as pri¬ 
marily of p sychogenic origi n (11, 13) Overt symptoms may 
appear at any age, but all three neuroses arise from an inade-i, 
qua te solution of the Oedipus compl ex /Anxiety, resulting from j 
fe ar of castratio n, forces t he Ego to rep re^.,ipiaDja!IZS55EMd 
agg ressive impu lses. Conflicts _m later life reinstate this early 
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anxiety. To p rotect xtself against a th reatened breakdown of 
repression with the re turn of conscious anxi ety and conscio us 
guilt, the Ero i n desper ation^ resorts to d^ ensive^gi escape reac¬ 
tions in the for m of n eurotic symptoms. 

The me chanism underlying symptom forma tion in conver - 
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pressed sexual or aggr essive impulses Here libido has re¬ 
gressed _frora, Ihe jDedipus situation to the pregeiiital anal- 
sadistic stage The conflicts of the obsessive-compulsive patien t 
c enter abou t hlP homnspyual votsub heterosexua l and his lov e 
ve rsus hate impulse s The primary purpose of compulsive cere¬ 
monials is to forestall or prevent the repetition of some specific 
thing, and the secondary intention is to undo the anxiety-creating 
event of the past. Another defense technique peculiar to com¬ 
pulsive neurosis is that of isolation The traumatic experience 
IS isolated from its affect and its associated connections, so that 
it'is not readily accessible to recall 

view of the tremen dou s importance assigne d by Freud to 
infantile sexuality in the producti on of psyc honeuiyses, i t migh t 
be e xpected t hat the dii ldhood sexual experiences of neuro tic 
I indivi duals diffe r significantly from those of normal persons. 
Ho wever, this isno^t the case . Upon iii^urmg into the early 
childhood of normal individuals, Freud (8) made the startling 
discovery that the sexual histones of their childhood did not 
differ essentially from the infantile life of neuiotics To explain 
thi s apparent weakness m his theory he reasoned that the critical 
poin t was not the experiences themselv es but the individual' s 
respo nse to them Neurotics re press their infantile sexual e x- 
periences, nor mal individuals do no t r ^ ' i e'|. .. 

A somewhht similar conclusion has been reached by Landis 1 
(23) In a careful study of the psychosexual development of 
normal and ne uroti c women, L andis foun d that t he latter do 
not r eport particular experiences th ^ differentiate theiFpsych o- 
sexu al history from that of the normal gro up but that they rea ct 
to t hese experiences more strenuous ly T he responses of neu ¬ 
rot ic women are cha racterized by greater emotional nonadap¬ 
tiveness Th eir psychosexd^ growth is difficidt and retarded, 
and heterosfexhal adjustments i n marriage are marked by inade ¬ 
quacy and immaturity. Th is rais^ an interesting questio n 
Wha^causes the n^rotic to repress or react to psychosexual 
experiences with greater emotional nonadaptiveness? h'or the 
prese nt, at least, so me inherent constitutional predispoStid n 
must be assumed 
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Treatment.-^ sychoneuroses result because the Ego i s too 
weak to reconcile and control the claims and demands of its 
tEr ee maste rs, the Id, the S uper-ego, and the external. world. 
■"The aim of psychoanalytical therapy i s to strengthen^ the Ego 
by having it reclaim new portions of the Id and making it inde¬ 
pendent of {IieT;^nnical Super-ego As stat ed by AILpo rt (6, 
p 182). “If ps ychoanalysis can wi den the Ego's field o f vi sion, 
so that it is able to take overmtoTKelinnied'TFeglbn of conscious¬ 
ness many hitherto hidden portions of the Id, reconciling them 
in the process with the demands of the Super-ego and lilie outer 
world, the patient will then face life more serenely, and bis 
neurofac di fficulties ^ill presumedly variislT ” In effect this 
means that repressed experiences and strivings must be brought 
to the patient’s attention. This is a difficult task, however, 
since the painful and disagreeable nature of the unconscious 
material prevents direct recall and assimilation. Tim task of 
'/the psychoa nalyst is to break down the protective wall of re- 
Qi ressio.i i and op en the floodgates of the, unconsc ious, but in such 

ai " . —’tice 

' • _L*_ : - ; ^ •_.lent 

from the analyst’s (22, 26) and the suH]ect’s (24) point of view 
have been reported Dmmg^the initial interview, the analyst 
obtain s an acc ount of the patie nt’ s igympto ms. He then in¬ 
forms the patient that if he wishes psychoanalytic treatment 
he must come one.,hour a day, five days a week, for a period of 
fro m one to three yea rs. The av erage length of treatm ent is 
abo ut 18 months The question of fee is also decided at this 
time. The usual fee is between fi ve and ten dollars an hour, 
and this fee must be paid reg ardless of whe ther the patient keeps 
I appointm ent Psych oanalysts in sis t on punctiin.1ity fl,nd 
payment of a high fee on the grou nds that the natie nt will imt 
profit from~treatment unles s it “hurts. | 

If he accepts treatm ent, the patient is a dvised not to discu ss 
hi s case with othe rs, to r efrain from reading books on psych o¬ 
analysis, a nd to abstain from sexual intercour se. In the ortho¬ 
dox analytical session the pati ent relaxes on a couch and the 
psychoanalys t sits at the head of the couch in such a posit ion 
' that he can observe the patient without being observed himself. 
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. This permits the analyst to note emotional reactions on the part 
of the patient, and prevents the patient from observing the 
analyst’s reactions. 

yj|/'In the^arly stages^ of the analysis the patient usually de¬ 
scribes h is past life, his fears, hopes, sexual experiences, ambi¬ 
tions, and difficulties. When this source of t 

exhausted, he is encouraged to let his thoughts wander and re-ij 
port whatever comes to mind regardless of its. nature, whether 
triviS, moral, ethical, or personal This pontaneous reportin g 
of ran dom thought s in disconnected form is the technique of 
(fre e ~aIsdciatilfT u, the essential tool of psychoanalysis Through 
fr^ association, elusive fringe memories, impulses, and phan¬ 
tasies that would normally be immediately pushed back from 
consciousness are permitt^.overtrexpression. 

A second basic tool for probing the unconscious is the inter- 
oreta to of drea ms. D r.eams mirror unconscious conflict^ ex- 
' pre ss repressed wishes^ and have been called by Freud “th e roya l 
road to the unconscious ” Dumg sleep, the Ego is less vigi¬ 
lant, and repressed thoughts may enter consciousness in the form 
of ^eams However, vigil ance is.no t completely relaxed, quid 
so the dream content must be disguised to prevent wakmg the 
sleeper. The external disgu ise, the manifes t conte nt, that tiie 
dreame r recalls on awakening has Emited psychological signifi- 
cance. To u nderstand the true meaning itis Jificessary to exa m- 
me the latenTco'rCtent. This is done by having the patient give 
his f ree as somatidns to various it ems in the manifest drea m. 

„ After several hours of analysi s, resis tance is generally enco un- 
tered This may take sev eral for ms The patient runs out of 
associations, stops dreaming, talks about inconsequential things, 
calls the analyst names, cancels appointments, or claims that he 
'ds cured. Diffuse anxiety may precede, this.stage R esistanc e 
lyindic ates a growi ng j,wflrene ss on the part o f the patie nt of his 
unco nscious conflic ts Rather than face them, confess his secrets, 
and risk the loss of his protective symptoms, the patient seeks to^ 
terminate the analysis. It is the function of the analyst to ex-( 


an emotional arrangement roughly 
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pft tip.nt and the analyst . This p ositive transference is of gr eat 
the rapeutic value sinc e it pernaits the patient to ov ercome h is 
resistances and freely confess ^id expre ss his repressed inf antile 
sexual experiences During this stage, the a nalyst becomes one 
of the most irh portanr personsin~the world for the~pat ient 
Usually the anal yst is regarded as an omnip otent parent substi¬ 
tute who understands all, forgive^^, and kno ws all th e answers 
In some instance^e be come s the loveh'gubjtitute This is espe¬ 
cially apt to occur with wome n pa tients and male analysis. 
f gre the completion of the analysi s, t he transference relations hip^ 
m ust be dissolved so that the patient is no longer depe ndent 
upon the analys t 

The attitude of the analyst toward the patient is an important 
factor For therapeutic as well as ethical considerations h e mus t 
a yoicl co untertransferenc e, o r becoming emotionally attached tog 
h is patie nt I f he becomes too persona lly intereste d in the wel¬ 
far e of hi s patient, the patient will often take advantage of the 
situatioirihd thwart all therapeutic efforts.” 

During treatment sessiol!S~the~ patie nt generally d oes mo re 
than 95 per cent of the talking T he role of the analyst is th at fa 
of a n undeis tanding friend who patiently and calmly listens to 
the fears, rm sdeecls, P opes, sins, and conflicts of the pa.tip,p t He 
makes no attempt to c onver t , punish, or inspi re the patient His if 
func tion IS merely to help t he patient to self-underst,a,nrlii-i^ c r~T rY 
ma king him fiiHv aware of his Id and Super-ego strivmp-s a. nd 
th e demands of reality . In this capacity, the analyst will occa¬ 
sionally correlate material reported, point out causal relations, 
and offer possible interpretations T he extent of interpretat ion t 
dep ends on the progress of the analysi s a nd the ability of t he 
pat ient to handle the material at the mom ent. Ab ove all, the ( 
analy st acts as a con venient s ymbol, enabling the patient to 
wor k out his loves, hates, and fea^ s The patient identifl^th e ( 
ana lyst w it h individuals he has loved, hated, or f eared in the 
past md uti lizes his presence to work out these emotional r ela¬ 
tions hips 

The a nalysis is terminated whenever the patient thinks he ha ^ 
had enough ^Twh en the psychoanalyst decides the patient is 
incurable o^as acquired sufficient insight and mastery over his 
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di fficulties to be able to carry on unassisted and relatively free 
of symntoin s. 

Psychoanalysis and Religion.—^There is a striking similari ty 
between psychoanalysis and the basic tenets of many religions 
x^cc ording to psychoanalys is, m an is bv nature bad a nd must be 
educated to b^g^d Th ere is the usual conflict of the good , or 
the Super-ego , a n^rf the evil, or the Td . wi th the Ego torn betwe en 
them The evils remain the sa me—l ust, or the libi do, sel^love, 
or n^cis m, a nd hate, or aggression. The psychoanalyst is th e 
high priest, the a ncient int pyprftfr Fniai1y,-^Iva- \ 

tion IS obtained through ritualistic confession, or catharsis. I 


EVALUATION OF PSYCHOANALYSIS -,»'l 

General Concepts — Although relatively few psy chologists ac¬ 
cept all of F reud’s statements, at face vjilue, most psy chologists 
and an even greater number of psychiatrists acknowledge the 
greatness of Freud as a brilliant thinker and, without^ necessari ly 
agreeing with him , recognize the importance of many of his con¬ 
tributions Whether fact or in teresting speculati on, Freud ’s) 
vi ews on early~se'xual developmen t, th e dynamics of unconseiou sl 
conflicts, dr eam interpretati on, a nd the role of repression an d 
s ublimation have profoundly i nfluenced research an d thmking, 
in psychiatry and psycholo gy. The imp act of psychoanalysi s 
has also been felt iTTsociolo gy. anthro polo gy, li teratu re, and 
painting. 

Because of the complexity and su bjective natur e of many of 
Freu d’s concepts , attempts to check their validi ty by scientific 
experimentation have no^Wn very successful. In a compre¬ 
hensive survey of objective studies of psychoanalytic principles, 
Sears (25) noted both confirmation and refutation Nonanalyti c 
sou rces of information support Fre ud's descriptions of the oral i 
an d anal stages of infantile sexualit y b u t re ject his concept gf ^ 
th e universal Qedipus complex The Oedipus complex i s based ^ 
on the f aulty assumptio n tha t there is a fixed, uniform patter n 
of fa mily life. Actually, a variety of parent-child relationships 
may exist in difi’erent families, and what attitudes a child will 
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develop toward his parents d epend on his particular famil y 
situatio n. 

^ In general, Fr eud’s comments on repression, proiection. and 
dream analysi s have also rec eived favorable supporl;) f rom exper i¬ 
mental studi es However , as is pointed out by Sears , the exist- 
e nce of some agreement between psychoanalytic theorie s and 
e xperimental observation do es, not necessarily mean that t he, 
th eories are tru e Al l that is established is tha t the facts agr ee 
with t he Freudian theori es, bu t other theories might pro vide as 
good or better explanations I n the field of physic s, for exaimle, 
many theories which were once thought to be true because they 
agreed with ex perimental facts have been discarded and replaced 
b y sounder theorie s that also fit the same factsT* T he unwillm g- 
ness of most psychologists t o accept psycho analys is fully has been 
jexplained on the grounds that Fr eudian concepts are based o n 
subjective, nonscientific techniques that have no self-evident 
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firm the stellar role of r epresse(J~infantile sexuality in the etiology 
of the psychoneuros es Their theories will be discussed later in 
th"is~chapterl More recently, Karen Homey, a prominent psy¬ 
choanalyst m this country, has taken issue with the orthodox 
Freudian interpretation of the neuroses and has attracted a sub¬ 
stantial following among former disciples of Freud 
Karen Harney's Theory .—^Horney (16, 17) h as retained th e 
^ co ncepts of repression and unconscious dynamic force s but has 
M re jected t he theory of the libid o a nd Freud’s biologically oriente d 
poi nt of view t hat the ba sin conflict m psych nn anroses is betwee n 
ma n’s inherent’sexua^T a nd aggressive drive s a nd the repressi ng 
fo rces of the Super-egd*and society Acc ording to Horney, psy-ip 
choneuroses are brought about by^ culturai'^factors and_are 
gen erated by disturbances In human relationships, Although ac¬ 
knowledging the prime significance of early childhood experi¬ 
ences in molding the' rieufotic~persohaIity, she alsq^^ognizeTthe^'^ 
importance of cbnflicts nMater life 

^ App roaching the problem genetically, she points out how a 
ch ild early acquires f eel ings of isQlatio n .and insec ur ity as a result 
of exposure to such a dverse envuonmental infiiiences as a bsenc e 
of a ffectio n, pa rental domina tion, and overprotecton I n at¬ 
tem pting to get along in a potentially TTostile* world, th e chi ld 
may (g) move t oi^rd peopl e and obtain'^ecurity and a sense of 
belonging by being submissive'SnJdependent; (bj m ove agains t 
people and aggressively fi ght fas way in the worl d, or move 
aw3?^rom people a nd live in an isolated private wor ld. Norma l 
peo ple combine and integrate these three attitude s a nd th us 
achiev e a balanced, unified personality 
For reasons not disclosed by Homey, the neurotic has a rig id 
p ersonality a nd is unable to achieve this unit y, w ith the con se- 
quence th at these contradictory attitudes remain irreconcilab le 
'Ho mey maintains that it is this conflict bet ween contradictory 
I and in compatible attitude s th at constitutes the basic core of n eu- 
ros^s. The impor tant point is not the presence of a conflict b ut 
f the nature of the conflict N ormal people frequently have con- 
^ fiicts^ but these are ci^cerned with an actual and voluntary 
choice between two desirable possibilities, f or examp le whether 
to marry or to go to graduate school The n euroti c, engulf ed in 
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a conflict, is driven by equally compelling forces in opnosite di¬ 


rections, and he has no choice in the matter. Thus a girl who 
desires to ii 'q* " . •hiiit -i- -iii !■ advances, or a student 
may be torn between a desire for friends and a dislike of people. 

^jing those conditions within the personality whic h have broug ht 


■the m into being This is done by utilizing the standard time- 
con sumin g Freudian psychoanalytic techniques. 

^ Treatment.—The p ractical applicabihty of psychoanalysis 
a method of therapy for the psychoneuroses is extremely limit ed 
^le significant restricting factor is the high cos t Only patients 
'^ho have at least $2,000 to invest in their neuroses are e ligible 
for thorough treatment A second and related restriction is the 
^ ^ijne factor. Since each patient is seen one hour a day, five days 
- a week, for an average period of 18 months, a hard-working psy¬ 
choanalyst can treat completely only ab out five patients a yea r 
In an effort to overcome these major handicaps of time and ex¬ 


pense, a few psychoanalysts (5, 26) have experimented with a 


so mewhat shorter form of p s y choaual ^ic therap y -Hy t 

For the same reasons, others (27) have advocated the use of 
hy pnoanalysis as a means of spe eding up the formal a nalyt ic 
t reatme nt iJ l/pnoaregi'W.lis has b ppn ag a psycbna.nal- 

vsis perfor med in a. mntrnPpH spf.t.ing The proponents of this 
approach claim that it is po ssible to shorten materially the tim e 
required for a psychoanalysis bv using hypnosis to facilitate the 


establishment of transference and 


s istance to the recall of repressed unconscious materia l 
In hypnoanalysis, th e patient is se en five o r six times a.week 
f or a f ew month s. The first 15 ftfin utes. of each hypnoanalytic 
session may be devoted to ort hodox free associati on. The pa¬ 
tient is t hen put in a deep tr^ce and given various su^'estions 
t o stimulate the recall of repressed or early e xperiences. The 
analyst ma y ask the hypnotized patient to report free'associa- 
tio^ relate suggested (dream s, r eli^-'and re^nact~ ~e mQtiona I 
sceims, rep\ )ft what he seeslnja crystal ball , and so on In brief, 
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Info rmat ion obtained during hyp nosis is interpret ed and dis¬ 
cussed whil e the patient is still in the trance sta te, si nce he ma y , 
be unable to handle the material when aw ake H oweve r, therp 
is s ome carry-ovCT into the waking sta te, so that the patien t ’ 
indii ectly profits fr om tVns matenfll anrl^ at his own rate, grad ¬ 
uall y arrives at understanding and insig ht P eriodically , hyp¬ 
nosis is suspended and the standard psychoanalytic procedures 
are used It is still too early to evaluate the significance of this 
modified form of psychoanalysis 
A third limitation of psychoanalysis is that it is not effectiv e 
in many case s Psychoanalysts (15), as well as their critics (21), 
have noted that for favorable resul ts the pa tient must be inml li- 
gent, betwee n twenty and*forty years of a ge, and generously en- 
dow ed with strength of~ghara cter. Butif a patient has all these 
personal ity asse ts, it would_te jeasonable to presume" that he 
would respond favorably to porter and less expensive forms of 
therapy 

^ Th e claim of psychoanalysts that their technique is more e f¬ 
fe ctive t han simpler procedure s i s difficult to prove or disprov e. 
This IS mainly due to the fact that ver y few therapists h ave re- f 
por ted in detail the results of their particular forms of thera py 
A review of most of the available data on this point is presented 
m Table II, p 175 It will be observed that ps ychoanalysts ha ve' 
reported reco very or improvement in less than two-thirds of 
tot al patients treate d and in four-fifths of completed cases 
Other i nvestiga tors, empl oying a variety of nonanalytic pro -, 
cedur es, have also reporte d recovery or improvement m from 
tw o-third s to four-fifths of psychoneurotic cases 
It would appear from these figures that ps ychoanalysis is no 
more eff ective th an other much simpler techniqu es H oweve r, 
bef ore this conclusion oan Hr accept, erl as a. definite fac t, it must 
be e stabhshed tha t (a) the cases treated by psychoanalysis were 
of the same ty^ and severity as those treated by other tech¬ 
niques and (b) that an e qual proportion of patients treated . bv 
analytfS^and nonanalytic procedures r emained cure d for some 
stated period following treatment Until these factors are con¬ 
trolled, no final decision can be made wit h respect to the relativ e 
effe ctiveness of psychoanalytic treatme nt 
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Freud’s Own Views.—The best evaluation of psychoanalysis 
has been offered by Freud himself. He r egarded many of hi s 
"c oncept s a s interesting theories r ather than established fact s 
For example, in dis cusslnp; his theory of the life and death drive s, 
he stated (9, p. 76) • “I might be asked whether I am mvs elf 
convince d of the views here set forward , a nd if so how fa r My 
answer would be that I am neither convinced mvself. nor am I 


see king to arouse conviction in others M ore accurately , I do 
no t know how far I believe m them ” On another occasion he 
wrote (12, p 144) “ Looking bac k, t hen, over the patchwo rk 
of my life’s labors, I can say that I have made many beginnings 


and thrown out many suggestions Something will come of 


t hem in the futu re. B ut I cannot tell myself whether it will b e 
much or little.” 


INDIVIDUAL PSYCHOLOGY 

Adler’s Basic Concepts.—Alfred Adler, an ea rly associat e of 
Freij d, eventually b roke with Freu d and est ablished his ow n 
school of Individual Psychology. Adler p^ecjie.d to the funda¬ 


mental Freudian views th at the Sexual IIdkIoI is the pri ncipal 
motive foTceTn life a nd that neuroses result from repressed i n¬ 
fan tile s exual wislms and jihanjaaes. He maintained that ;^e 
pr incipal motive force in lif e is a striviiig lorfBUperior^ and 
power'll M asculinit y, owing to the privileges invStedlirmales 
in our civilization, is regarded as syn onymous with superiori ty 
The fundamental human wish is to be a complete man Femi¬ 
ninity, by contrast, is a sign of weakness and inferiori ty Girl s 
and boys doubtful of their masculinity may strive to compensate 


f or their lack of masculinity b y an exaggeration of what they 
imagine to be masculine behavior. This masculine vrotest is 


n eedlessly domineering attitud e 

to ward the opposite sex 

The uniyersal striving for su periority is essentially a compen¬ 
sation for basic feelings of inferiority and insecurity that are 


traceable to the early environment and the physical constitution 


of the individual. The helpless and impotent infant, sur¬ 


rounded by gigantic, powerful adults, learns the meaning of in- 
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^ p.rinritv while still in the m b So me factors that accentua te 
in feriority feelings a nd predispose children to neuroses are physi - 
carHefect^oyerprotectmn. and reiection 


In his earlier writings. Adler (1) placed primary emphasis 


upon organ inferiority and its mental compensations Children 


who are or who imagine that they are ^dersized, sickly, de¬ 
formed, or physica lly handicapped attempt to^coirecFlorlheir 
organic infirmitie s by overcompensation ni the psychological 
sphere Short people, for example, are usually aggressiye. 


p In his l ater books., A dler (2, 3) has called attention to various 
i ntrafamihal situation s that e ncourage feelings of inadequacy 
and fear of failure m children Pampered s-nd unloved children 


riorit^. The f ormer, praised and idolize d beyond all re ason by 
their parents, ar e ill pr epared for the disappointments and loss 
of a ttention and prestige that they will encounter when they 
compete on equal terms with the outside world R eiected chil¬ 
dren start life knowing that they are u nwante d. inferior,beings 
, unw orthy of being loved. PositiOT i n the fami ly is a further 
accentuating factor. Yo ung children compare themselves un- 
fav orably with thei r older and more cap able sibl ings They are 
always behind and are u nder great pressure to catch u p Simi¬ 
larly, children of famous men regard as Impeless^ their chances 
of livin g up t o the high standards set for them by their fathers. 
They are defeated before they start 
) Style of Life.—Early in life, usually by_the„iifth year, each 
child creates for himself a fairly permani^t styl^of life, des igned 
to overcome his fee lings o f mferiori tv a nd assure su ccess in t he 
three fund amenta l ch alleng es of_Iife. adius tiiiSf to sofciety, 
vocation' and love. N ormal individuals s elect life goals ..that 
per mit effective an d sncially useful ad justment to the main task s 
o f life even at the cost of occasional risk or failure. They have 
a well-developed social feeling, attained largely through favor¬ 
able contact with the mother m childhood, which makes them 
cooperative and helpful friends, good workers, and true partners 
in love Organic defects and inferiority feelings serve to stimu- 


nt Supe- 
L Strikmg illustra- 
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tions are Franklin D Roosevelt, who, though crippled by polio¬ 
myelitis, became President of the United^States, and Beethoven, 
who comp osed some, of his most beautiful mu^ic after buJisd 
become deaf. 

Psychonciiio-ics T' bjn*_iof _is a profound 

sense of d ~- o ,i' .■ n ■'! i .i‘ ■! i ■ loi . I!' .■ 1 of the neu ¬ 
rotic, l ike 1 ji 1) 1 l'( I ■ but the neu¬ 

rotic, overwhelmed by the fear of possible failure in his social, 
vocational, or love relationships, s elects fictional oi abnorm al 
goals that guarantee easy but empty victori es "Weiirotic indi- 
ruHuals are deficient in social feeling, and their s tyle o f life is 
I egoc entri c, parasitic, and lacking in social value To avoid cur¬ 
rent or future failures that would injure their sensitive self- 
|esteem, they dev elop prot ec^e sy mpto ms which safeguard them - 
against the threat of failure and which_at the same time give 
them a false sense of superiority. 

Ne' ' •" -. - - to gam the atten¬ 
tion” . •• to lessen outside 

demands, and to exaggerate meager achievements. T he neulro.t ic 
ca n ^avs sav . ‘Tou must be nice to me because I am sick,” or 
"I would have succeeded if it had not been for my nervousness,” 
jlor “Just think how much more successful I might have been if I 
didn’t have these symptoms.” S ince the neurotic d are not en- 
g age m any activity th at may resul t in failure, he ado pts a 
cauti ous “yes-but” attitude toward all hfe tasks . “I would like 
to go to college or get married, but . . .” H e is not always ful ly 
''’c onscious of his supposed nr rpg.1 infpnnnljpg and usually fail s 
t o appreciate the causal relationship between his defects and h i s 
co mpensatory neurosis u ntil the association is made evident du r¬ 
i ng treatment (3, 4). 

Treatment —Adlerian treatment is direct and simple . There 
is n o problem of investigating unconscmns conflic ts b ecau se 
b oth the conscious and the unconscio us are co mplement ary and 
cooperating parts of one and the same entity The convers^ip n 
met hod is used , and the p hysici an-patien t relationsh ip is one of 
“benevolent comradeship ” The aim is to reeducate and ^cial- 
ize the mdividual and to r estore his self-confi dence 
^ T he first ste p, is to di scover the patient’s sffle of life , the par- 
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tic ular go^of superiority h e has chosen for hims elf This is 
d one by inquiring into his past life, his lilces and dislihes, ambi¬ 
tions and feafs, bobbins and social habits, inferiority attitudes, 
and organic defects Dre^s and incidental mannerisms a lso: ' 
su pply valuable informatio n Dreams re flect cu r rent and futur e 
unsol ved problems and their possible solutio ns The patient’s I 
ways of standin g, talking, and shaking hand s often indi cate his I 
chosen life role 

jn After the sty le of life and the purpose served by the symptom s 
have been ascertain ed, the second step is t o giiirle t he patient t o 

im i'll" !i''I i )■' i' '.‘iiiji .. i 

sympathetic big brother or parent, p omts out to tke .mtient the 
error of his wa ys Instead of approaching the three major life 
problems m a realistic and socially useful manner, he has sought 
by subterfuge Jo, dominate the environment and evade his re- 
sponsibilitie.s T o be cured , he must give up his fictional lofty 
goals and be c ontent with rea l success.at a, more mo derate level . 
H e must forsake his futile, ego centric p attern of life, cultivate 
a community spir it, an d direct his efforts and interest s into 
socially use ful chan nels 

The therapist a ssistHhe patient to make ihi s re orientation t o 
( hfe by off ering helpful suggestions and encouragemen t, but he 
car efully refrain s fro m exhibiting too great an interest in th e 
pati ent’s recovery , si nce to do so would give the patient th e 
up per han d He may refuse to get well to prove his superiority 
over the physician, another empty victory. Du ring the tre at- 
ment, r esistance and transference are .sm-np.t,i T"°° onfr,nntorprl j) 
b ut they ar e not interpreted m Freudian fashion T he patient 
derives considerable value from his symptom s a nd hence resist s 
treata^t If cured , h e will have to assume responsibilities a nd 
en gage in activities e ntailing possible defe at Tr ansference is 
m erely another way in which the patient tries t o Hnmmnte the 
ph ysician bv pretending to fall m love with him 

Elvaluation.— Both as a system of psychology and n, therapeu¬ 
ti c. techniqu e. In dividual Psychology is a ra tioffa f common- 
sense app roach that is eas^ 'to understan d However, its very 
simplicity is its greatest weakness Some personality maladjust- 
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ments, especially in children, are 


this method; but it is most im 


neuroses are reducible to the simple formula of striving for 


superiority and masculinity to compensate for underlying in¬ 


fer iority and feminini ty In this country, Ad lerian psychology 
has appealed to educators more than to physicians, and F reudia n 
psy cholog y has made ^e ater inroads fn me dicin e th an in educa- 
tion. 

ANALYTICAL PSYCHOLOGY- 

'tV , 

Jung and Freud.—The A nahitical Psycholog y of Jung, a Swiss 


Jung and Freud.—The A nahitical Psycholog y of Jung, a Swiss 
.psychiatrist, is a m ixture of keen empirical observation , mvst i- 
hsm. and religion (19, 20) In the early days of psychoanalysis, 
Jung, like Adler, was closely associated with Freud. After play¬ 
ing a leading role in the psychoanalytical movement for several 
years, he withdrew from the Freudian gro up and founded his 
own school His explanation for this action was that he could 
no longer share the Freud’.on pf^pha^’® uno" thf» opx^.al libido 


Jun g deviated m uch less > \ lici ii ’i .I'C ! i(>i,'.i ii -'I 'ol 

He retained many of the orthodox principles, including the con¬ 
cept of the unconscious, the role of repres s ion m the productio n 
of neuroses, and the use of free association and drearicLanalysis 
in treatmen t ^ ' 

},•" Desexualized Libido.—Jung maintains that human behavior 


T- doit.il .ah' 1 nc 


in 1;’.' thr rll nr.v-pr'’-;l -exu.al 


i(i’ I'', iiKi'it i\ 'I'i.e Vii',! I h( n - .'lb 'ii-d ' ' ici i .. cl 
I l ife energy , which at one time e xpresses itself m the pursdit_of 
sensual pleasure and at another time m the strmng for ^pe- 
riority, arti stic creation, play, and_ other activities. In rather 
I ingenious fashion, h e attempts to reconcile the views of A dler 
1 a nd Freu d on t he basis of his personality -type theory (18). Tim 
e xtrove rt, whose i nterests lie outside the^ Jf and w ho is socia lly 
promiscuous, is more apt to be guided by the pleasure princip le. 
whereas the socially ill-adapted, introspective, more self-centered 
i ntrovert finds greater satisfactio n i n the quest fo r po-^r and 


prestige. 

Racial Unconscious.—Like Freud, Jung recognizes a conscious 
and unconscious mind. The conscious portion, called the Per- 
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^sona, c orresponds to what Freud has called the Ego, The un^ 
cons^us consists of a personal unconscious and a collective or 
r acial ijn conscious. The pe rsonal un conscious c ontai ns the re- 
pr essecf experiences of the indiv idual. Included m the col lecti ve 
unconscious are pri mitiv fe^or archaic ways of actihg and_feehng 
th at are inherffed by the individual and hence are colored by his 
racial backgroun d T he collective unconscious is not an agg re¬ 
ga te of specific inherited ideas^ A ll that is inherited is a structure 
of bra in that junctions s electively alo ng certain li nes, namely, 
along primitive and animistic channels. According to Jung (20, 

I p. 144) • “Ev ery civilized human bein g, w hatever his conscious 
dev elopme nt, is still archaic at the deeper levels of bis psych e. 
Just as the human body connects us with mammals and displays 
numerous relics of early evolutionary stages, so the human psyche 
is li kewis e a product of evolution which whe n follo wed to its 
origir^ shows countless archaic traits ” 

In support of the theo^ ^ ^^racial unconscious^ Jung refers 
to the bizarre d elusions and hallucinations of the insan e, the 
d reams of normal peo ple, and the wi despread belief m su persti- 
tion and magical influence s During periods of mental illnis s, e 
the thinking of modern man tends to be of a prelogical, prim i- 
tive natur e. Chance become s ca lculating design When a p ara¬ 
n oid natient hears a stranger cough as he enters the room, he 
believes that the cough is a prearranged signal of his per secutors 
It IS not uncommon for s chizophrenic patien ts to claim that 
people m distant places are reading their minds or forcing them 
to commit certain acts by the use of the evil eye or ot her super ¬ 
na tural influenc es. During slee p, when lower levels of conscious- \ 
ness are permitted greate r exp r ession , the contents of mir dream s 
are as unreal illogical, and bizarre as. the thoughts of primitw e 
We converse naturally with animals, fly through the air 
with ease, and destroy our enemies by a simple gesture. In spite 
of present-day sophistication , ma ny of us are prone to attribute i 
our misfortunes to having had a black cat cross our path We 
do not hesitate to ward oif evil spirits by good-luck charms of 
all varieties, and the bravest sometime hesitate to walk under a 
ladder. 

n For Jung, the unconscious is not the black underworld of lust, 
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savagery, and perver sions The fact that the unconscious- is 
p rimitiv e doe^f^t make it a wil d be ast F rom a moral point of 
viOT, the unconscious is p erfectly n eutral I n terms of Freudian 
-jterminology, the unconsciou s, ac cording to the tenets of Analv ti- 
ical f^sychology , i s a balanced mixture of Id and Super-ego .im - 
,’*p ulses 

Psychoneuroses.— In his explanation of neurose s. Jung uti - 
lizes the c oncept of nsvchoI^gicaLequiIibnui n Like other psy- 
^ chic processes) ne uroses are attemp ts, unf ortunately inadequat e. 

to adjust to some distiirhmg situati on Neuroses arise from a 
^ cksh be tween a requirement for adaptatio n and the individual’ s 
il.' -1 il.j The two mam 

If.''''''' ' '■'" I ■ ■ I an’s sensual „aiid 

spiritual aspirations an d disc ord between conscio us and u ncon¬ 
sc ious impulse s ' h I ' h 

Jung str£ssas the importance of repressions,^nd inhibitions in 
the formation of neurotic symptoms, but he disagrees with the 
Fr eudian theory that these repressions are essentially assneint ed 
with infantile sev phantasie s The repressed experiences contain 
memories, wishes, fears, needs, or views with which we have 
never really come to terms For this reason t hey constant ly 
disru pt our conscious, life They indicate the unresolved prob¬ 
lems of the individual, the points at which he has suffered defeat 
and where there is something he cannot evade or overcome 
These buried complexes that have been dissociated from con¬ 
sciousness and relegated to the hinterland of the unconscious 
' give rise to neurotic symptoms as long as they are denied acce ss 
or full expression m consciousness 
T his explanation is fairly similar to that offered by Fre ud, 
but Jung IS of the opinion that it applies only to young patients. 
T he essential factor contributing to neuroses in older patie nts 
’ I S the absence of a spiritual or unifying philosophy of li fe. Ac¬ 
cording t o Jun g, psyc honeurotic patient s over thir ty-fiye have 
lost that which th§ living religions of every age have given to 
their followers Their ba sic struggle is to find a religious outloo k 
on life , with out which there can be no real cure 
Treatment —There are f our principal stag es m the treatment 
of the neuroses confession, explanation, education, and trans- 
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*^formation C anfessioii involve s more than a mere re cital of th e 
indjvidualailfflSilGgffiSIies. The catharsis m ust be at the emo¬ 
tional as well as the intellectual level. The patient must com¬ 
pletely unburden himself of his repressions and give relief to 
his suppressed emotions T o assist the patient in the explora - 
tion an d clearing of his unconsciou s, th e therapist employs fr ee 
association and drea m analysi s 

Jung has made a substan tial contribution to the technique o f 
free association, namely, the w ord-association test (19) This 
consists of a list of 10 0 words purp o sely chosen for their potentia l 
emot ional s ignificance, The therapist states a word and requests 
that the patient give t he first association that comes to mind A 
re cord is made of the reporte d ass ociation and the speed of re¬ 
action. Words that have special affectiv e meaning for the pa¬ 
tient ehc iratypical respon ses. Atypical or significant response s 
include fai lure to respond , a nswering too quichly o r too slow ly, 
gi ving some unusual associat ion, or r eacting emotional ly. Fur¬ 
ther study of these critical or emotionally charged words by 
means of regular free association often fa cilitates the localizatio n^ 
of the patient’s comnlex es The word-association test is al^o 
us eful 111 demonstrating the existence of unconscious forces to (3 
i ncredulous patien ts. Confidence m the therapist and his mode 
of treatment is more easily established after a patient has ex¬ 
perienced a two-minute mental block to an emotionally toned 
word ^ 

.t ~T he dieam, as the voice of the unconscious , receives careful 
attention. Jung believes that dre ams mav have several mea n- 
ings They may be an expression of suppressed wishes of the 
past, a manifestation of presmit conflict, or a foreshadowing of 
things fo come. J ung tends to favor the theory that d reams are 
p rophetic views of the futur e One of his women patients re¬ 
ported a series of dreams that were concerned with the need of 
crossing a frontier which was hard to locate and diflflcult to cross. 
Subsequently she dreamed that she had crossed the frontier and 
was in the customhouse She had only her handbag with her 
and believed that she had nothmg to declare However, to her 
astonishment, the custom officials pulled two full-sized mattresses 
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from her bag. A short time later, the woman married—^but with 
great resistance (20) ^ 

As treatment contin ues, th e analyst explains, to the patieijt 
t he nature of the materia,] that W been freed from the, uncoi;! - 
SC^US and en^.omages h im to nwn drearna and pass¬ 

i ng though ts He is even urged to paint his phantasies In 
keeping with his conception of the collective unconscious, Jung 
n oints nut patient ho w his dreams and associations ar e 

relat ed to primitive nsvcholo gy. m ytholog y, a rcheology , and 
enm parative religions . If tra nsference occurs, this also is ex - 
plmned to the patient, and he is urged to give up his childis h 
de pendence upon the analyst and strive to be emotionally in - 
dependent. T he aim of confession and explanation i s not merely 
to expose and intcfiSreL the contents of the unconscious. There 
must, In addition, be a cons cious assimilatidiTbf the uncons cious 
^ material T he barriers separating these two realms of mmd'm ust 
b e destroyed so that, free communication will exist between them . 
The third stage is to ed ucate the patient as a social bei ng He 
.. must be given a new^utlo^ on lif e Young neuroticsj nust be 
taught to stop running away from reality, anSthe ol d m ust~be 
pers uaded to surrender their fight with time and accept death 
On the latter point Jung says (20, p. 129) “T am convinced that 
it IS hygienic to discover m death a goal towards which we can 
strive, and that shrinki ng from it is something unhe althy and 
abnormal which robs the second ha lf of l if e of its purpo se. I 
therefore consider the religi ous teachi ng of a life hereafter con¬ 
sonant with t he standpoint of psychic hygien e. When I liye m 
a house which I know will fall upon my head within the next 
two weeks, all my vital functions will be impaired by this 
thought; but if on the contrary I feel myself safe, I can dwell 
there in a normal and comfortable way ” 

Transformation is a more subtle stag e It involves adap ting 
treatment to the specific needs o f the individual by having the 
th erapist face t he sa me task he wishes the patientlo face. In 
^o rder to transform the patient into the type of man the therapis t 
thm ks he should be, the therapist must also reeducate himse Jf 
in the same directio n an d by his own example effe ct the desire d 
i c hange in the natient . ^ 











PSYCHOANALYSIS AND RELATED SCHOOLS 


207 


Evaluation.—Jung estimates that two-thirds of his patients 


have passed middle lif e and that oii e.-third are sufferin g not 
fi^- c’li _i_' 1];>. "ii I ■ II fi^ ih, St ,-^7" Ml; 

I) . (' 11' II' I'l ' " I .iM ''(1,11', '.'■■'i- 


adapt cd iiidni d uah of coii'iiderab lc ahi litv and afliic\ client 
^For tins select group, sc holarly discourses on religi on, mytholog y, 
pri mitive psycho logy, an d other esntepc siihiec ts undoubtedly 


pri mitive psycno logy, an ri ntPer esntepc siiPiec ts u ndoubted ly 
pro yide intellectual stimulation and a.hsorbmp- interests tbet, ad d 
s. sav or to an otherwise dull existen ce However, Jung’s mystical 
and highly intellectual a pproa ch ha s little to offer the average 
ne urotic perso n wh o is painfully conscious o f his in a dequacies 
i^and i s primarily concerned wit h the need for social adjus tment 
and normalization. , , r ■ , , , 
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CHAPTER X 


INTRODUCTION TO THE PSYCHOSES 

Psychoses are major personality disorders marked by pro-' 
found mental and emotional disruptions that render a previously 
normal individual mcapable of adequate self-management or 
adj'ustment jto. society. Two terms that are closely identified 
with psychoses are insanity and dementia. “Insmity” is a jegal 
term denoting thatlKe individual is so confused and deranged 
as a result of a mental disease that he is not legally resj)onsib\e 
for his actions. At one time, the term “dementia” was applied 
to”mostjmental disorders, but it is now generally interpreted as 
synonymous with gross mental deterioration Some but not all 
psychoses are accompanied by dementia 

Symptomatology.—There are many types of psychoses, and 
eacli psychosis has its own unique symptom pattern However, 
it IS possible to obtain a general unpression of what constitutes, 
a mental .disorder by analyzihg’tlie symptoms noted m a large 
number of consecutive admissions to a mental hospital Such 
an analysis (16), based on 600 unselected mental patients, is 
reported in Table III 

When symptoms are arranged on the basis of their social sig¬ 
nificance, it IS found that 99 per cent of patients engage m 
|)ehavior that is bizarre, p ecuhar, or annoying to_others. Ap¬ 
proximately three-fourths of hospitalized cases exhibit traits 
detrimental or dangerous to themselves in that they are confused, 
disoriented, suicidal, and otherwise grossly incapable of self- 
m^gement.) About 18 per cent are destructive, assaultive, 
antisocial, or potentially homicidal, j Close to 90 per cent of psy¬ 
chotic individuals exhibit emotional, social, and thought disturb¬ 
ances,'! 56 per cent present (spe ech abn o rmal ities); 45 per cent 
^suffer from memory d^ects; and 40 per cent show psychomotor 
' disorders / 

With respect to individual symptoms, delusions, generally of 

■jog ' 
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Tabuj ni. Analysis of Symptoms in 500 Consecutive Admissions to a 


Mental Hospital ‘ 

Incidence per 

Symptoms 

100 patients 

Behavior bizarre, peculiar, annoying 

99 

Behavior detrimental or dangeious to self 

74 

Behavior detrimental or dangerous to otlieis 

18 

Emotional-social disturbances 

88 

Depression 

33 

Irritability 

27 

Apprehension 

20 

Incongruity 

19 

Suspiciousness 

17 

Suicidal trends 

16 

Destructive-assaultive 

15 

Apathy 

15 

Elation 

14 

Amoral conduct 

7 

y 

Thought disturbances 

88 

Delusions 

46 

Confusion 

43 

Hallucinations 

28 

Ideas of reference . . 

15 

Obsessions 

■Dpeech abnormalities 

3 

56 

Incoherent 

30 

Retarded-mute 

14 

Other peculiarities 

17 

Memory defects 

45 

Disorientation 

38 

Losses-confabulation 

35 

Psycliomotor disturbances 

40 

Hyperactivity 

20 

Mannerisms-stereotypies 

14 

Hypoactivity 

6 


1 From Page, J D , and D S Paqe, Cntena for mental hospitalization, J dbnonn. 
soc Psychol, 1941, 36, 433-435 
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a persecutory nature, lead with an incidence rate of 46 per cent. 
Mental confusion is a close second, with a frequency of 43 per 
cent Depression, disorientation, incoherent speech, and loss of 
memory'are each noted in about one-third of mental patients 
Slightly more than one-fourth of mental patients are irritable, 
and a similar proportion(experience hallucinations Such traits 
as a]' ■ ''oi on o'u-'t.-n • n- .'ig- suspiciousness, suicidal 

trends, destr uctiveness, apathy, elation, ideas of reference, re¬ 
tarded speech, hyperactivity, and psychomotor mannerisms are 
each prese nt |m fr om to 20 per cent of consecutive admissions 
Stuporous, reactions and amoral conduct are each noted in 
slightly more than 5 per cent of hospitalized patients, and 3 per 
cent suffer from obsessions. 

Incidence —The incidence of psychoses may be calculated in 
three different ways • by the number of individuals who become 
psychotic each year, by the total number of psychotic persons 
in the population during a specific year, and by the total number 
of individuals who at some time in their life will become psy¬ 
chotic The most reliable figures are based on the number of 
mentally ill individuals admitted to mental hospitals. These sta¬ 
tistics are not comprehensive, however, since many psychotic 
individuals are cared for at home or m general hospitals and 
nursing homes New York State figures indicate that 1 out of 
500 individuals in the general population fifteen years of age 
and over is admitted each year to state and private mental hos¬ 
pitals. When we add to the number admitted during the year 
the number of patients who were already in hospitals on the first 
day of the year, the incidence of known mental patients during 
a specific year increases to 1 per cent of the general population 
fifteen years of age and over (17) The chances of developing a 
psychosis during a lifetime are strikingly high Expectancy 
figures based on recent admission rates indicate that 8 5 per cent, 
or 1 m 12, of all persons born will at some time m then life_be 
admitted to a mental ho spita l (23). 

Classification.—Psychoses are usually divided into two general 
groups. In one category are mental disorders characterized by 
f functional disturbances thM are not associated with any demon¬ 
strable organic or toxic pathology Unfavorable heredity, sup- 
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plemented by constitutional factors and adverse life experiences, 
IS the major cause of these junctional or constitutional psycKoses. 
Included in this group are schizophrenia, manifirdepressive'psy- 
chosis, pqraww,, and involution^ melancholia 

The second general category comprises the mental diseases 
that are associated with, and are most likely due to, demon¬ 
strable organic or toxic pathology. These disorders, known as 
toxic-organic psychoses, include senile dementia,, jpsychosis_ witfi 
cerebral artenoscletosis, general p&fesis, alcoholic psych oses , and 
a number of other less common diseases. 

Constitutional psychoses account for approximately one-third 
of patients admitted each year to mental hospitals, and toxic- 
orgaiiic psychoses are responsible for another third of all admis¬ 
sions The remaining third are difficult to classify. A brief de¬ 
scription of the main constitutional and toxic-organic psychoses 
follows 

Schizophrenia —^Also known as dementia praecox, this disease 
IS divided into four subtypes The^h'mple type of schizophrenic 
patients are apathetic, indifferent, untidy, and shiftless Hallu¬ 
cinations and delusions are lacking ^ Theijiebephrenic type pre¬ 
sent bizarre and unusual symptoms. Possibly in response to 
pleasing hallucinations, they smile and giggle m a silly, super¬ 
ficial manner and are given to facial grimaces Weird and ap¬ 
parently irrelevant ideas are expressed. Speech is confused and 
incoherent.\^ TheCcotatom'c type are frequently mute and nega- 
tivistic At times the general musculature is exceedingly ri^d 
or flexible. Impulsive and stereotyped behavior is common. 
Some exhibit a peculiar form of "static” excitement ((The para¬ 
noid type are primardy distinguished by unsystematized delu¬ 
sions of persecution or grandeur, Ideas expressed are poorly 
organized and obviously false Supplementary symptoms are 
auditory hallucinations and emotional aggressiveness. As the 
disease progresses, there is a tendency toward apathy and de- 
terioratioi^. 

Paranoia and Paranoid Conditions —Patients of the former 
type present well-systematized constellations of persecutory 
ideas, logically elaborated on the false interpretation of some 
actual occurrence Emotions are consistent with the ideas ex- 
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pressed. The patient is suspicious and may attack his alleged 
persecutors. Intelligence is generally high and well retained 
Regardless of the duration of the psychosis, personality detenorar 
tion IS negligible Paranoid conditions stand between the para¬ 
noid form of schizophrenia and paranoia The ideas of persecu¬ 
tion are moderately well elaborated and the personality is fairly 
well preserved. In contrast with paranoia, hallucinations may 
be prevalent, and there is a greater inclination toward illogical 
thinking and behavior abnormalities. 

Manic-depressive Psychosis —^This is an affective psychosis 
with emotional oscillation as the predominant feature In the 
manic’phase, the psychological processes are in high gear. The 
patient is hyperactive and overtalkative. The dominant mood 
IS one_of great elation, but this gives way easily to irritability 
alid aggression. ' In depression, the process is reversed. The pa¬ 
tient IS sad, and retarded in speech, thought, and actions Most 
patients are either excited or depressed but a few show a mixture 
of symptoms, for example, simultaneous depression and restless¬ 
ness 

Involutional Melancholia —Like manic-depressive psychosis, 
this IS an affective disorder, but it is limited to d.epressions As 
compared with the depressed phase of manic-depressive psycho¬ 
sis, involutional melancholia has its onset later in lif^ and the 
patient is. considerably more agitated, apprehensive, and self- 
condemnatoryl A prevalent symptom is the delusion of having 
committed some unpardonable ^sin^ for which the individual 
should be severely punished , 

Senile Dementia —Personality and mental peculiarities of 
greater severity than those usually noted m aged individuals are 
classified under the general heading of senile dementia A fre¬ 
quent symptom complex consists of progressive loss of memory, 
restlessness, disorientation, ^emotional instability, and general 
mental decline In individual cases, the dominant feature may 
be depression, agitation, delirium, confusion, or paranoid tend- 
enciesr 

Psychosis with Cerebral Arteriosclerosis —This is also a psy¬ 
chosis of old age, but the onset occurs at an earlier age than senile 
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4einentia. The symptoms are similar to those noted in senile 
psychosis and include memory losses, emotional irritability, cop- 
fused states, and progressive mental enfeeblement. 

Alcoholic Psychoses —^Prolonged addiction to intoxicating 
beverages may result in one of three mam clinical reactions 
Acute cases, characterized by a clouding of eonsciousnesa ,-bi zarre 
“ >"! ’'' V; ,md marked tremors, are diagnosed del iriu m 

17 1 ,. ' 1 'mg the acute stage, the patient develops 

strikirfg defects in memory with a tendency to fill in the ggps by 
confabulation, the disease is called Korsakoffs psychosisj Al¬ 
coholic patients who arAfin contact with their surroundings but 
experience terrifying hallucinations of an auditory nature corne 
under the heading of acute hcillucinosis~] 

General Paresis. —Syphilitic involvement of the brain results 
in a variety of mental and physical symptoms Judgment, char¬ 
acter, and the more cultural aspects of the personality are grossly 
impaired. Confusion, memory losses, and intellectual retarda¬ 
tion are prevalent Euphoria, depression, or apathy may domi- 
nate .the emotional sphere Patients may complain of fatigue 
and headaches. Convulsions are not uncommon The pupils 
of the eyes are sometimes unequal and fail to accommodate to 
light Wassermami blood and spinal tests are positive. 

Psychoses with Convulsive Disorders —•Behavior abnormali¬ 
ties of a psychotic nature are occasionally noted in persons sub¬ 
ject to epileptic seizures Two general psychological patterns 
are recognized Some mdividua^how a gradual deterioration 
\ of emotions and mental functions with or without delusions and 
hallucinations.^ Other patientsi exhibit a clouded mental state, 
^, which may precede, follow, or be substituted for the convulsive 
ajtgjjks;^ Common reactions during the clouded period are con¬ 
fusion, violent excitement or panic, religious exaltation, and 
varied psychomotor disturbances. 

The relative frequency of the main disorders is indicated in 
Table IV. In round numbers, out of every 100 patients admitted 
for the first time to mental hospitals in this country, about 20 
are diagnosed schizophrenia, another 20 either cerebral arterio¬ 
sclerosis or senile dementia, 10 alcohohc psychosis or alcoholism, 
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Table IV DisTniBtJTiON by Sex and Diagnosis op First Admissions to 
Hospitals for Mental Disease in the United States During 1942' 


Mental disorder 

Per cent 




Schizophrenia 

19 

21 

20 

With cerebral arteriosclerosis 

12 

12 

12 

Alcoholic psychoses and alcohohsm 

15 

4 

10 

Manic-depressive 

7 

14 

10 

Senile dementia 

8 

11 

9 

General paresis 

8 

4 

6 

Involutional melancholia 

2 

7 

4 

Paranoia and paranoid conditions 

1 

2 

2 

With convulsive disorders 

2 

2 

2 

All others 

26 

23 

25 


1 From Patients m mental institutions, 194S U S Dept Commerce Washing¬ 
ton U S Govt Printing Office, 1945 


10 manic-depressive psychosis, 6 general paresis, and 4 involu¬ 
tional melancholia Thus these seven diseases account for 70 per 
cent of first admissions. 


GENERAL FACTORS 

Age.—^Far from occurring in sporadic, random fashion 
throughout the life span, each mental disease has its own char¬ 
acteristic age of onset, as determined by first admissions to men¬ 
tal hospitals. Some representative examples are noted m Fig 
7 Dementia praecox, or schizophrenia, is essentially a disease 
of adolescence and.eadyAduliilQad Mamc-depressive and alco- 
h ohc psyc hoses and general paresis are most prevalent during 
middle age, and involutional melancholia occurs mainly during 
laf^middle life. The age curves for other psychoses follow a 
similar bell-shaped pattern, with most cases occurring within a 
narrow age range. 
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The Ultimate relationship between age and the overt manifes¬ 
tation of specific psychoses provides an interesting foundation 
for a biological interpietation of mental disease The human 
organism is constantly changing, and it may be that internal 



Pig V— Number of first admissions to state mental hospitals in the United 
States by age and psychosis, expressed as rates per 100,000 of the corresponding 
general population (.From Landis, C, and J D Page, Modern Society and 
Mental Disease New York Farrar and RineJiart, 1938) 

changes occurring at certain ages serve as precipitating agents, 
releasing latent constitutional potentialities for developing spe¬ 
cific mental disorders. 

For all diseases combined, the age curve of first admissions, 
illustrated in Fig 8, rises rapidly from early adolescence to adult¬ 
hood, levels off during the period from twenty-five to fifty, then 
rises moderately from fifty to sixty and sharpl^v after sixty. As 
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compared with the incidence rate for ages fifteen through nine¬ 
teen, the incidence rate for ages twenty-five through twenty-nine 
is about twice as high, that for ages sixty through sixty-four is 
four times as high, and that for age seventy-five and over is ten 
times as high. 

Sex Differences.—As is indicated in Fig 8, the rates of first 
admission for men are higher than those for women at all age 



Fw 8—Number of first admissions to state mental hospitals m the United 
States by age and sex, expressed as rates per 100,000 of the corresponding general 
population (Fwm Landis, C, and J D Page, Modern Society and Mental 
Disease Now Yoik Fan ar and Rinehart, 1938) 

levels. However, as women, on the average, live about five 
years longer than men, and "thus run a longer risk of developing 
^nental ^sease, the^exp^ctency of mental disease among females 
IS slightly higher than among ma-les A summary of Tietze’s 
findings with respect to the chances of eventual admission to a 
mental hospital by sex and diagnosis is reported in Table V 
Out of every 100 females bom, 8 6 per cent will be admitted to a 
mental hospital at some time during their life as compared with 
an expectancy of 8 5 per cent for males. With respect to indi¬ 
vidual diseases, a substantially higher percentage of men than 
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Table V. Chances, bt Sex and Diagnosis, op Eventual Admission to 
Hospitals for Mental Disease, Based on Rates pee 1,000 
Born, New York State ' 


Mental disorder 

Males 

Females 

Both sexes 

Cerebral arteriosclerosis 

21 1 

21 0 

21 1 

Scliizophrema 

15 8 

16 1 


Senile dementia 

10 4 

17 2 

13 7 

Involutional melancholia 

3 0 

7 4 

5 1 

Manic-depressive 

3 3 

6 8 

mSm 

Aleoholic psychosis 

8 0 

1 9 

mam 

General paresis 

6 5 

2 1 

4 4 

All other 

16 0 

13 5 

15 2 

Total . 

85 0 

86 0 

85 5 


1 From Tietze, C , A note on the incidence of mental disease m the State of New 
York, Amer J Psychai , 1943, 100, 402-405 


women will develop alcoholic psychoses and general paresis, 
and a substantially higher percentage of women than men will 
develop involutional melancholia, manic-depressive psychosis, 
and senile dementia. The sex differences are negligible m 
cerebral arteriosclerosis and schizophrenia 
Intelligence.—In educational background and mtelligence,, 
mental patients do not differ from the general population Be¬ 
fore they become psychotic, they exhibit the usual range of men¬ 
tal ability Some are bright or superior, others are dull or de¬ 
fective, but the great majority possess average intelligence 
After the onset of disease^, many patients, because of apathy or 
mental impairment, do poorly on tests of intelligence, so that test 
findings do not afford a true measure of their original intelli¬ 
gence Every psychosis occurs at all intelligence levels, but the 
average intelligence of patients developing certain diseases is 
slightly higher than that for patients with other psychoses. In 
general, patients with paranoia, involutional melancholia, and 
manic-depressive psychosis are brighter and better educated 
than schizophrenic and alcoholic patients. The latter are^ on 
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the average, brighter and better educated than patients having 
general paresis, cerebral arteriosclerosis, and senile dementia 
(9, 10). 

Economic Status.—^Ecological studies of the distribution of 
mental disease ■within a city have shown that the incidence rate 
is higher m poor than in wealthy communities. This is in keep¬ 
ing with the usual finding that physical, mental, and social dis¬ 
orders are more common m slum and deteriorated areas (6) 

Urban-rural.—^With size of population held constant, urban 
areas contribute about twice as many first admissions to mental 
hospitals as do rural areas. This, however, does not give an 
accurate picture of the prevalence of mental disease in rural 
communities. Living m a city is no more conducive to develop¬ 
ing a mental disease than living in the country, but the chances 
of being sent to a hospital are far greater if one is^mentally ilf in 
a city. One reason for this is that hospitals are less accessible to 
farmers than city people Farmers rarely send even their physi¬ 
cally ill relatives to general hospitals Secondly, it is much 
easier to care for a mental patient on an isolated farm than m a 
city apartment In most instances, a patient who weeps all 
day, who sings and yells all night, or who annoys neighbors with 
his bizarre behavior will have to be sent to a hospital if he lives 
in an apartment, whereas the same type of patient can fre¬ 
quently be cared for on an isolated farm where there are no 
neighbors to complam. 

Pi oof that there is no real difference in urban and rural dis¬ 
ease rates is provided by several surveys conducted in this coun¬ 
try and in Europe, which show that when an actual count is 
made of the mentally ill in the population, whether cared for at 
home or in institutions, the incidence rate for rural areas closely 
approximates that for urban areas (10). 

Race.—No racial or national group is immune to any mental 
disease The same psychoses noted in the United States are 
encountered among primitive people, Asiatics, Africans, and Eu¬ 
ropeans Even the symptoms are the same Throughout the 
world, mental patients are marked by delusions, hallucinations, 
mental confusion, and bizarre behavior. The only difference is 
in the' surface content of symptoms Thus a Bushman with 
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delusions of grandeur imagines he is a chief, an Englishman be¬ 
lieves he is the King, and an American proclaims that he is 
President of the United States In primitive societies, paranoid 
individuals imagine that they are being persecuted by animals 
and evil spirits, in religious cultures, they are persecuted by 
devils; and in other countries, they are persecuted by the police 
and political parties. Since the symptoms expressed are as much 
a product of the culture as the language used to describe them, 
changes in culture produce corresponding changes in symptoms 
A few years ago, mental patients in this country received imag¬ 
inary messages over the telephone, now the imaginary voices 
come from the radio (10). 

Because of the absence of adequate comparable data, it is 
impossible to say whether mental diseases in general or specific 
psychoses aie more prevalent m certain racial or national groups 
In this country it has been found that when correction is made 
for age and mbanization, the incidence rate of hospital admis¬ 
sions for the foreign-born white population is almost identical 
with that for the native white population, the foreign-born rate 
being only 8 per cent higher (12). The probability that all 
European national groups are equally affected is suggested by 
military data In each of the seven countries listed in Table 
VI, about 1 per cent of all men conscripted for military duty 
were rejected because of nervous or mental disease 

In this country, the rate of first admissions of Negroes to men¬ 
tal hospitals IS more than twice as high as that for the white 
population (10) Whether this represents a true biological dif¬ 
ference m susceptibility is an undecided question Against this 
hypothesis is the fact that the greatest differences between the 
white and Negro rates occur in the acquired organic diseases, 
namely, general paresis and alcoholic psychoses, that are asso¬ 
ciated with low economic and cultural status. There is also the 
factor that more white than Negro patients may be cared for at 
home The doctrine that Negroes are no more susceptible to 
mental disease than whites is supported by the finding that in 
this country a higher percentage of white than Negro registrants 
were rejected for military service by local draft boards because 
of mental disease (1) 
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Table VI The Relative Incidence op Mental Disease in Various 
European Countries as Indicated by the Rejections from 
Military Service Because op Nervous oh Mental Disease * 


Country 

Year 

reported 

Per cent of 
conscripts 
rejected 

Sweden 

1934 

0 92 

Germany 

1935 

0 95 

Estonia 

1924 

0 98 

Holland 

1934 

1 01 

Finland 

1933 

1 03 

Belgium 

1934 

1 03 

Poland 

1932 

1 07 


1 From Landis, C , and J D Page, Modern society and mental disease New York 
Rinehart, 1938 


Relatively few American Indians are admitted to mental hos¬ 
pitals, but since reservation Indians are an isolated rural group 
who are not inclined to avail themselves of hospitals, this obser¬ 
vation IS not especially significant. 

Birth Order.-—Some earlier reports, which failed to correct for 
the fact that psychoses are more prevalent among older than 
younger people, indicated that older brothers and sisters in a 
family, and especially the first-born, are most apt to develop 
mental disease In recent, better controlled studies (13), no 
relationship has been found between order of birth and mental 
disease. 


SOME POPULAR MISCONCEPTIONS 

Alleged Increase.—From 1910 through 1940 there was a 44 
per cent increase in the incidence rate of first admissions to civil 
mental hospitals in New York State This figure is not a cause 
for alarm, however, since it does not represent a true increase but 
merely an increase in the number of patients going to hospitals 
In 1910, hospitals of all types and especially mental hospitals 
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were distrusted and avoided whenever possible by the general 
population It was considered disloyal and even shameful to 
put a mentally sick relative in an institution. Over the years, 
the attitude of the general public toward mental hospitals has 



Fw 9—Trend analysis by age o£ first-admission patients to the state mental 
hospitals of New York, 1910-1940 {From Page, J. D, and C Landis, Trends in 
mental disease J abnorm soc Psychol, 1943, SS, 618-534 ) 


become more favorable, with the consequence that a greater 
number of patients who were formerly cared for at home are now 
sent to mental hospitals. Other factors tending to increase hos¬ 
pital admissions have been the improvement of hospital facili¬ 
ties, decrease in size of families, smaller homes, greater urbaniza¬ 
tion of the population, and increase in the number oL aged 
individuals. 

A study of the age of first admissions from 1910 through 1940 
reveals that the incidence rates for ages twenty to fifty-nine has 
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remained fairly constant. The increase has been essentially lim¬ 
ited to the age group of seventy and over (Fig 9) Since the 
symptoms of aged patients are rarely acute or severe, it is pos¬ 
sible, at some inconvenience, to care for these individuals at 
home This was done in the past, but now they are being sent 



Fia 10—Trend analysis by psychosis of first-admission patients to the state 
mental hospitals of New York, 1910-1940 {From Pago, J D, and C Landis 
Trends in mental disease J abnorm soc Psychol, 19^3, 3S, BlSSS/f) 

in ever increasing number to mental hospitals A study of trends 
with respect to individual psychoses, reported m Fig 10, empha¬ 
sizes this point In recent years there has been a sharp increase 
in the rates of first admission for those diseases that occur in late 
middle life and old age, namely, cerebral arteriosclerosis, senile 
dementia, and involutional melancholia Those psychoses that 
occur in the prime of hfe, for example dementia praecox, manic- 
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depressive insanity, and general paresis, either have shown no 
increase or an actual decrease in rate of first admissions (15) 

The absence of any real increase in mental disease is confirmed 
by other data During the period from 1902-1905, a total of 
1 06 per cent of men conscripted m Sweden were rejected from 
military service because of a nervous or mental disease During 
the period 1920-1925, the per cent rejected was 0 91, and for the 
period 1931-1934 a total of 0.96 per cent were rejected Military 
and hospital figures for other European countries, Australia, and 
New Zealand also fad to show any increase in mental disease 
(10, 25)_ 

Emotional Stress.—In attempting to arrive at some explana¬ 
tion why a previously normal person becomes psychotic, there 
IS a tendency to exaggerate the importance of incidental or co¬ 
incidental emotional factors. Whenever a person exhibits ab¬ 
normal symptoms following the death of some dear one, an un¬ 
fortunate love affair, a business failure, or the loss of a position, 
there is a strong temptation to interpret the psychosis as the 
direct result of these misfortunes The fallacy in this reasoning is 
that all persons experience severe emotional shocks at so me ti me 
dunng their lives, but only a few vulnerable or constiibitionally 
predisposed individuals are adversely affected If intense emo- 
"tional stresses and strains were of themselves c^'able'bfmcTuc- 
ing or even precipitating mental disorders, the incidence of first 
admissions to mental hospitals should be greatly increased dur¬ 
ing periods of depression or war. ActuaUv, a study of admis¬ 
sions to mental hospitals shows that neither the First World 
War nor the economic depression of 1929 had any noticeable 
effect on the incidence of mental disease (10). Preliminary 
reports indicate that this also applies to the Second World War. 

Cultural Level.—It is widely held that mental diseases are a 
waste product of the fast tempo of modern life and that primi¬ 
tive groups are free from such disorders. The literature on 
primitive people, however, contains frequent references to ab¬ 
normal behavior among South Sea Islanders, Eskimos, and primi¬ 
tive African tribes. In fact, Winston’s analysis (24) of the data 
on mental disorders reported by Mead in her study of Samoa 
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suggests that constitutional psychoses are as prevalent in Samoa 
as in rural areas of the United States 

The presence in ancient civilizations of mental disorders simi¬ 
lar to those of modern society is well established The descrip¬ 
tions of mental patients contained in the Bible and other early 
writings agree with the clinical symptoms of today. That men¬ 
tal diseases were fairly prevalent in ancient Rome is indicated 
by the fact that the Romans found it necessary to pass laws pro¬ 
viding for the care of the insane. 

Vicious Nature.—On stage, screen, and radio the insane are 
generally portrayed as homicidal maniacs endowed with extraor¬ 
dinary cunning and superhuman strength. Nothing is further 
removed from the truth A small minority are violent and de¬ 
structive, but the overwhelming majority of mental patients are 
docile, harmless, or even good-natured individuals possessing 
average or less than average physical endurance and strength 
Their conduct is more annoying than dangerous, and unless pro¬ 
voked they are quiet and easily managed. 

Contagion.—People often refuse to commit a mentally ill rela¬ 
tive to a mental hospital on the grounds that the association 
with other patients would make their sick relative worse. This 
misconception of the origin of mental disease is also reflected in 
the reluctance of many persons to work m mental hospitals. 
They are afraid that after associating with mental patients for 
several years they will become like the patients Obviously, these 
fears are without foundation One docs not catch a psychosis 
like a cold Far from being contagious, a psychosis is actually 
very diflacult if not impossible to develop unless one has the pre¬ 
requisites. These vary for specific diseases but consist mainly 
of defective genes, toxins, and brain lesions 

Sex and Marriage —Abnormal sexual reactions are sometimes 
noted m mental patients, but they are merely symptomatic of 
the basic pathology of the total personality and are without 
causal significance In their early sexual development, individ¬ 
uals who later become psychotic have the same variety of experi¬ 
ences as normal people, but because of their constitutional make¬ 
up they are more disturbed by such experiences (11) In other 
words, sexual deviations do not produce psychoses, but individ- 
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uals prone to mental disease may exhibit sexual peculiarities. 
For example, masturbation, even if long continued, is never the 
cause of any psychosis, but an inadequate individual who is un¬ 
able to make normal sexual adjustments may resort to this 
expedient. 

An analysis of the marital status of hospitalized mental pa¬ 
tients shows that the incidence of mental disease is lowest for the 
married population The incidence rate for the widowed popu¬ 
lation IS almost twice as high, that for the single population is 
from two to three tunes as high, and that for the divorced is 
from four to five times as high as that for the marned popula¬ 
tion. These data likely provide the basis for the prevalent but 
erroneous belief that marriage or a regular sex life will prevent 
or cure mental disease The true interpretation is that marriage 
is a test of emotional matunty and stability. Through choice 
or necessity, unstable and maladjusted individuals who are pre¬ 
disposed to mental illness frequently remain single If they do 
marry, they are soon divorced, and they do not reman y after 
they have been widowed or divorced. As a consequence of this 
selection, the incidence of abnormal people among the single, 
widowed, and divorced population is higher than among the 
married Supplementing this biological selection is the factor of 
home care When an unmarried person becomes psychotic, he 
is more apt to be sent to a mental hospital than an equally psy¬ 
chotic married person who has a family able to care for him at 
home (10). 

Eugenics.—There is no factual basis for the frequently ex¬ 
pressed fear that the mentally ill, through their alleged numer¬ 
ous offspring, constitute a eugenic threat to society This view is 
based on many erroneous assumptions. To begin with, it as¬ 
sumes that all mental diseases are inherited, whereas actually 
only about one-third of patients hospitalized each year have 
psychoses that may be attributed to defective genes Secondly, 
it assumes that mental patients have numerous children Actu¬ 
ally, many n^_t4_p_atients never marry, and those who do marry 
have fewer children than healthy individuals Thirdly, it as¬ 
sumes that most of the children of mental patients become 
psychotic. The fact is that even in those instances where a par- 
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ent suffers from a hereditary disease, only a small percentage of 
the children are affected, since with one or two exceptions heredi¬ 
tary mental diseases are recessive in nature (10). 

Genius and Mental Disease.—^Although mediocre and pseudo 
artists are frequently temperamental or peculiar, true men of 
genius are less susceptible to mental disease than the general 
population. As compared with an expected incidence of mental 
disease of 8.5 per cent for the general population, only 4 per cent 
of the 1,030 British men of eminence studied by Havelock Ellis 
(5) and 4 per cent of the 300 geniuses studied by Cox (26) were 
insane In general, the men of gemus who were psychotic for a 
considerable portion of their lives were less outstandmg than 
those who exhibited symptoms only during senility or than 
those who remained sane. The great majority of insane geniuses 
were poets and writers, relatively few were scientists In addi¬ 
tion to refuting the once popular theory that genius and insanity^ 
go hand in hand, these studies show that insanity destroys 
gemus With the exception of one or two poets who wrote their 
masterpieces during periods of mental illness, most great men 
ceased to be productive during or after their psychoses. 

Incurability.—The erroneous idea that mental diseases are 
incurable is based on selected cases Actually, from 50 to 60 
per cent of first admissions to mental hospitals are discharged as 
cured or improved within two years of admission. Although a 
few patients recover even after 10 or more years of illness, there 
exists an inverse relationship between favorable outcome and 
length of hospital stay Most patients who recover remain in a 
hospital less than a year, and the likelihood of discharge with a 
favorable outcome decreases rapidly as the duration of hospital 
life mcreases (10). 

TREATMENT 

Hospitalization.—It is possible to care for certain types of 
mental patients at home, but hospitalization is the best policy 
m most cases. This statement applies not only to patients who 
ari”suicidal or a menace to society but also to harmless patients 
who s e pecuhar behavior and incapacity for adequate self-man- 
agement imposes a heavy strain on the family In addition to 
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providing more effective treatment and supervision, hospitali¬ 
zation offers a more favorable environment that may be modified 
to fit the individual patient During the early acute stages of the 
disease, emphasis can be placed on limitation of freedom and 
physical care As the patient improves, freedom may be in¬ 
creased and a program of socialization and reeducation under¬ 
taken. Relatives who are prejudiced against sending their men¬ 
tally ill to hospitals should bear in mind that most patients prefer 
the impersonal and somewhat regimented routine of a hospital 
to the personal, emotionally charged atmosphere of the home, 
where supervision is either too lax or too rigid. 

A practical aspect of hospitalization is that it is inexpensive. 
Most mental hospitals in this country are publicly supported’ 
institutions where patients pay according to their means, if at 
all Of the more than 500,000 patients m mental hospitals at 
the present time, only 2 per cent are in private institutions Al¬ 
though they do not provide the luxuries, individual care, and 
privacy of the best private hospitals, most state hospitals provide 
adequate care and treatment. Unless the family is very wealthy, 
it IS advisable to send a patient immediately to a public hospi¬ 
tal. Mental diseases generally require months or years of hos¬ 
pital treatment, and it is unfair to other members of the family 
for them to make great financial sacrifices for the doubtful ad¬ 
vantage of placing a relative in a private hospital It is also 
unfair to the patient, since upon recovery he must return to a 
serious financial situation at home. The money can be more 
advantageously used for the important period of convalescence 
The procedure for adinittmg patients to mental hospitals varies 
from state to state A few states provide for voluntary admis¬ 
sion, whereby a patient may merely walk into a hospital, admit 
himself, and leave whenever he wishes upon giving a few days’ 
notice Relatively few patients, however, are admitted this 
way. Most mental patients are admitted by court order 
In the more progressive states the court order is merely a legal 
formality The patient is examined by two qualified physicians 
who certify that the patient is mentally lU A copy of their 
findings IS sent to the judge, who, without examining the pa¬ 
tient, signs a court order providing for the compulsory hospi- 
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fcilization of the patient for as long a period as the hospital 
authorities think is warranted. In other states the medical 
testimony may be supplemented by court proceedings, includ¬ 
ing, in some instances, a trial by jury to determine a man’s san¬ 
ity To protect the patient agamst being “railroaded” into a 
hospital, most states provide that a certified patient or some 
interested party can bring legal action to have the case reviewed 
or snbmitted to a jury In some states a committed patient loses 
all legal rights until he is agam declared sane by a court; m other 
states he retains some legal rights (22). 

Family Care.—Several European countries, notably Belgium, 
have made extensive use of the practice of boarding out mental 
patients in supervised private home s (18). The mam advan¬ 
tages of family care are that it is inexpensive and provides a more 
natural environment. The greatest disadvantage is that it is 
not suited-to all types of patients. In recent years, mental hos¬ 
pitals in this country have experimented with the idea of plac¬ 
ing selected patients in private homes under hospital supervi¬ 
sion, but the plan has not made great headway 

Medical Care.—Like normal individuals, mental patients suf¬ 
fer from all forms of physical diseases Although these are inci¬ 
dental and have negligible psychiatric significance, it is standard 
procedure for physicians to give each patient a complete physical 
examination and to administer appropriate treatment In se¬ 
lected cases, medication and special diets may be prescribed to 
improv^ appetite, correct gastromtestinal disorders, combat in- 
somniaj and .alleviate other physical complaints associated with 
the mental disturbance. 

Psychotherapy.—Many patients are so completely insulated 
against the outside world by their psychosis that psycho^erapjv 
IS of noj^ahie... There are, however, a large numbeF of psychotic 
individuals who can_.be helped by talking things over with a 
trained p ay chiat rist. The psychobtological approach of Adolf 
Meyer has been found to be very useful m these cases As m 
other forms of psychotherapy, the first step is to obtam a com¬ 
plete case history. After talking with the patient and his rela¬ 
tives, the psychiatrist attempts to formulate the basic problems, 
considermg the total personality in its cultural setting The 
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goal of treatment is to bring about a wholesome integration of 
the personality that will offer the patient temporary if not per¬ 
manent security, based on self-understanding and self-depend¬ 
ence. 

The treatment procedure is one of distributive analysis and 
synthesis. On successive consultations the psychiatnst analyzes 
some symptom or factor with the patient, correlating the past 
with the present and the future After each treatment the pa¬ 
tient and the psychiatrist, working together, attempt to formu¬ 
late what has been obtained from the analysis and how this 
information may be constructively used toward a final synthe¬ 
sis Long-established habits and reactions of many patients may 
have to be corrected by reeducation. When advisable, sugges¬ 
tion, hypnosis, catharsis, and other techniques are utilized. 
Throughout the treatment the psychiatrist plays an active guid¬ 
ing role, but he does not force his interpretations on the patient 
or attempt to impose upon hun a specific philosophy of life 
Rather, he offers suggestions and possibilities that will aid the 
patient to work out a solution to his own problems (3) 

Shock Therapy.—In recent years extensive use has been made 
of various forms of shock therapy (21) in the treatment gf the 
functional or constitutional psychoses The first method, insulin 
therapy, was introduced by Sakel, a Viennese physician 
Treatment consists of the intramuscular injection of insulin in 
sufiicient quantity to produce a deep coma lasting several hours 
The insulin produces a coma by creating a sugar deficiency in 
the blood. Following insulin injection, the patient becomes pro¬ 
gressively more somnolent, loses consciousness, and gradually 
passes into shock. Shock is marked by muscular twitchmgs, epi¬ 
sodes of excitement, grimaces, and diffuse neurological disturb¬ 
ances. The patient may be dry or perspire profusely. In some 
instances epileptiform _ convulsions occur The coma is termi¬ 
nated by restoring blood sugar through the administration of 
glucose by mouth, stomach tube, or intravenous inj ection Treat¬ 
ments are repeated three to five times each week for a period 
of about 10 weeks. 

Insulin, first used in the treatment of schizophrenia, was sub¬ 
sequently applied to the affective psychoses. The exaggerated 
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claims of the early sponsors have not been realized (20). The 
present viewpoint is that insulin therapy is ineffective in the 
treatment of the affective psychoses but is useful in the treat¬ 
ment of certain types of schizophrenic patients. The percentage 
of cures in insulin-treated schizophrenic patients is somewhat 
higher than in nontreated cases, and the period of illness is 
shortened The mam disadvantage of insulin therapy, apart 
from its limited effectiveness, is that it is a complicated form of 
treatment, requiring good hospital facilities and a large trained 
£taff 

Shortly after the introduction of insulin therapy, Meduna 
(14) originated a simpler form of shock treatment. He pro¬ 
duced convulsions in mental patients by the injection of a con- 
vulsant drug, usually metrazol The procedure is very simple 
WHile the patient is lying down, the physician injects a small 
amount of metrazol into the arm. A few seconds after the in¬ 
jection the patient loses consciousness and has an epileptoid 
convulsion lasting about a minute Convulsions are repeated 
once a day or less frequently for several weeks 

Although originally offered as a treatment for schizophrenia, 
metrazol has been fomd to be of little value in that disease 
On the other hand, it is of considerable worth in the treatment of 
the affec tive disorders, especially the depressive psychoses of 
the highly agitated variety (2). There are, however, many ob¬ 
jections against the use of metrazol The mam one is that pa¬ 
tients object strenuously to the treatment, because the drug 
produces a profound state of fear during the brief interval be¬ 
tween the injection and the loss of consciousness A second 
objection is that unless preventive measures are taken, the con¬ 
vulsions result m mild fractures of the spinal vertebrae and 
dislocations of the arms and jaw. 

The use of metrazol in convulsion therapy has been gradu¬ 
ally supplanted by-^elactcoshock (21) First used by the Italian 
workers Cerletti and Bini, the method consists m placing elec¬ 
trodes on the head and passing a measured electric current 
through the brain As soon as the current is applied, the patient 
loses consciousness and almost immediately has an epileptiform 
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seizure that lasts about a minute Upon awakening after the 
convulsion, the patient has no recollection of the treatment. 

Electroshock convulsions are more easily controlled than 
metrazol convulsions and are less severe In addition, they are 
not accompanied by any sensations of fear or apprehension, and 
the possibility of fractures is diminished. Like metrazol, electro¬ 
shock has been found to be ineffective in the treatmenLiff schizo¬ 
phrenia It IS used primarily in the affective psychose^s^ ^spe¬ 
cially the agitated depressions. For these conditions the thera¬ 
peutic results compare favorably with those obtained with 
metrazol. 

Theories attempting to explain the therapeutic effects of shock 
fall into two groups Psychological theories emphasize the cura¬ 
tive aspects of fear of the treatment, the forced return to reality, 
the reorganization of consciousness resulting from the intense 
stimulation, and the individual attention received by the patient 
from the medical and nursing staff Physiological theories stress 
the shattering of abnormal nerve pathways, detoxication, nerve- 
cell irritation, and the blunting of the affect. These theories 
are mere speculations, and the treatment remains empirical 
With respect to the effect on the patient of these drastic forms of 
treatment, it has been found that all three techniques produce 
a destruction of cortical cells, some impairment of recent mem¬ 
ory, and an occasional fatality The fatality rate, which is very 
low, tends to be highest for insuhn and lowest for electroshock 
therapy (2, 4). 

Sleep Therapy.— Narcosis, or sleep therapy, consists m the 
production of prolonged sleep by means of a sedative drug, usu¬ 
ally sodium amytal Apart from having the patient awaken 
periodically for bathing and feeding, he is kept continuously 
asleep for seven or more days. Since he is in a constant drugged"' 
state, good nursing care is required Sleep therapy has been used 
with fayorable results in shortening the duration of manic- 
depressive attacks and in controUmg chronic psychotic excite¬ 
ments It is ineffective in the treatment of schizophrenia and 
other psychoses (8). 

Psychosurgery—The treatment of functional psychoses by 
brain surgery, originally developed in 1935 by Moniz in Lisbon, 
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has been pioneered m this country by Freeman and Watts (7). 
In this technique a small hole is drilled in the temple on each 
side of the patient’s head A small knife is then inserted m each 
hole, and an incision is made m such a way as to sever the fibroid 
tracts connecting the prefrontal lobes with the thalamus. This 
drastic operation is used only in chronic cases where other forms 
of therapy have failed. It has proven particularly useful in 
cases of agitated depression or involutional melancholia Psy- 
chosurgery” is based on the theory that the operation liberates 
the patient from worry, anxiety, and inhibitions Following 
the operation, patients who formerly were painfully self-con¬ 
scious, depressed, and agitated become cheerful, outspoken, and 
carefree. A few become tactless and mdifferent to social ameni¬ 
ties, some become indolent, but many make excellent recoveries 
and attain their prepsycliotic level of occupational and social 
adjustment. 

Hydrotherapy.—This refers to treatment by water One of 
the more common techniques is the use of warm baths to quiet 
and relax noisy, tense, overactive patients. A specially con¬ 
structed tub is used, through which warm water at a controlled 
temperature flows continuously Most excited patients drop off 
to sleep after they have been in the tub for a few hours Dis¬ 
turbed patients may also be quieted by wrapping them for two- 
hour periods in sheets rinsed in cold tap water This is known 
as the cold wet-pack treatment To be effective and safe, both 
techniques require careful nursing supervision. In general, hy¬ 
drotherapy IS preferred to the repeated use of drugs as a means 
of quieting excited patients, because of the toxic effects of the 
latter. 

Physiotherapy.—^Various physical agents such as heat and 
massage are frequently used in mental hospitals for their relax¬ 
ing and tonic effect 

Occupational Therapy.—Several months’ idleness in hospital 
wards is not conducive to the mental health of physically healthy 
individuals In modern hospitals supervised work is encour¬ 
aged to distract the depressed, to stimulate the apathetic, and to 
prQyide,an outlet for_ the overactive Planned occupations aid 
patients to renew contact with reality, and the finished products 
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help restore self-confidence The occupations prescribed are 
usually manual They include weaving, furniture making, 
metalwork, needlework, painting, and other arts and crafts 
Recreation and Socialization—Since recreation is an impor¬ 
tant factor in a well-balanced life, most modern hospitals make 
extensive use of this therapeutic aid by providing library facili¬ 
ties, movies, and radios, and arranging card parties, dances, ath¬ 
letic events, and picnics In addition to their entertainment 
value, these activities promote a normal social life, so that, when 
discharged, the patient will not enter a strange world with which 
he has lost all contact. 
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CHAPTER XI 


SCHIZOPHRENIA 

^Schizophrenia is a general term referring to a -gr o u p pf 
severe mental disorders marked by a splitting, or disintegra¬ 
tion, of the personality. The most striking clinical features in¬ 
clude general psychological disharmony, emotional impoverish¬ 
ment, dilapidation of thought processes, absence of social rapport, 
delusions, hallucinations, and peculiarities of conduct. In former 
years, when it was erroneously assumed that these disorders 
dated from the period of puberty and invariably terminated in 
chronic deterioration, they were classified under the heading of 
dementia praecox. This restricted and somewhat misleading 
category is gradually being supplanted by Bleulei;i|s broader con¬ 
cept of schizophrenia, which includes chronic and recoverable 
cases occurring before and after, as well as during, pubert;f ] 
Incidence.—^Erom the point of view of frequency, schizo¬ 
phrenia IS the most important of all mental diseases. From 1 
to 2 per cent of the general population of either sex develop this 
disorder. ( It accounts for 20 per cent of first admissions and over 
25 per cent of readmissions to mental hospitals in this country. 

compared with other mental patients, schizophrenics have 
relatively lower recovery and death rates, with the consequence 
that they gradually accumulate in mental hospitalg.f In long- 
established mental institutions they constitute over 50 per cent 
of the resident population. At the present time there are some 
250,000 schizophrenic patients in mental institutions, and it 
may be conservatively estimated that an equal number are at 
l^e in the community. 

f Schizophrenia may occur at all ages from childhood to senility, 
but it IS essentially a disease of early adulthood At the time of 
first admission to a mental hospital, the average age of schizo¬ 
phrenic patients is between thirty and thirty-five About 10 
per cent are under twenty years of age, 65 per cent are between 
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twenty and forty, and 26 per cent are over forty. There is a 
tendency for the disease to occur at an earlier age in men than in 
woinei^(19). 


GENERAL SYMPTOMATOLOGY 

Emotional Disorders.—Absence of normal affectivity is one 
of the most outstanding characteristics of schizophrenics. 
Apa^^ IS the nucleus of their emotional pathology^ Their emo¬ 
tional reactions are fl‘’+ .‘^rd ^ fact, that 

it is extremely ■. ■' . i oi p- pi > ‘blish friendly 

rapport with them Events that deeply move health;^^individ- 
uals fail to dent their protective wall of indifference '{They are 
completely untouched by the tears of relatives^ death of parents, 
and the success of their children Love, sympathy, and feelings 
of tenderness are blunte^i 

p'he chief activity of schizophrenic patients consists in starmg 
vacantly into space. Under pressure they will work, but their 
production is poor and erratic As the disease progi esses, they 
even become indifferent to their own delusions and hallucina- 
tion£] When asked if they still hear voices, they either make 
no response or report that they no longer pay any attention to 
what the voices say The dechne in interest also embraces the 
simple physiological drives ^nhss carefully supervised, many 
schizophrenics would starve or die of thirst and exposure^ 
fSchizophrenics are markedly deficient m aocml feeling. They 
are solitary individuals~who rarely associate or converse with 
other^ A group of patients may share the same waid for years 
and never exchange a word with one another or learn the identity 
of their wardmates Each is exclusively preoccupied with his 
own private world The amenities of social intercourse cease to 
be observed, and if the disease is long continued, the most cul¬ 
tured gradually become slovenly and profane 
[rhe unpredictable, incongruous, and ambivalent quality of 
thF^emotional reactions of schizophrenics puzzles normal people 
and prevents sympathetic understanding Without apparent 
cause, patients may suddenly giggle, scream, become enraged, 
assault an innocent bystander, or dive through a window] Their 
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laughter is mirthless and their excitement is artificial. They 
not infrequently react to good news with indifference and appear 
pleased with some misfortune If they should commit some 
brutal crime, they experience no pity or remorse |^t times 
they exhibit a mixture of contrasting emotional states. Bleuler 
(3) has reported an interesting description of a woman who 
simultaneously wept in desperation with her eyes and laughed 
heartily with her mouth The explanation for this ambivalence 
was that she had recently murdered her child, whom she loved 
dearly for being her own and hated for being the child of her un¬ 
loved husbandd 

Delusions.-^he delusions of the schizophrenic have been 
aptly compared with the dreams of normal peopl^. While we 
are asleep, the most fantastic and improbable dream experiences 
are uncritically accepted as real In our dreams we do not ques¬ 
tion or regard as odd the fact that we are pursued by relentless 
enemies, are physically dead but spiritually alive, are able to con¬ 
verse with animals or the deceased, are enormously wealthy, are 
able to destroy an army by a wave of the hand, or are trans¬ 
formed into a deity or some famous personage So it is with the 
delusions of the schizophrenic All ideas and beliefs, however 
false, illogical, fantastic, and out of keeping with the patient’s 
cultural background, are taken for granted [^hizophrenic pa¬ 
tients make no attempt to substantiate, defend7or criticize' lEeir 
delusions, and it is futile for others to try to remove these delu¬ 
sions by appeal to reason or logic. Like the dreaming state of a 
normal person, the schizophrenic mind is unhai^ered by rule s of 
logic and probability, all things are possibl^ Some patients 
suffer from ideas of influence or passivity They firmly believe 
that someone reads their thoughts and controls the movements 
of their limbs by means of hypnotic or telepathic waves. This 
influence is exercised without the patient’s consent and usually 
against his wishes. 

The following excerpts from case histories of schizophrenic 
patients give some indication of the nature and scope of their 
false beliefs 

An unattractive young man was arrested and sent to a mental hos¬ 
pital for writing threatening letters to Mrs. G, the socially prominent 
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mother of a much-photographed debutante daughter When inter¬ 
viewed, the patient claimed that Mrs. G’s daughter was in love with 
him but Mrs G opposed their marriage and kept her from seeing 
him As proof of the daughter’s love for him, the patient exhibited 
a rotogravure picture of the girl smiling—^presumably only at him 


An unmarried female patient tied a string around a small bundle 
of rags and called the product her baby She claimed that the ward 
physician was the father, and whenever he entered the ward she 
would rush up to him and present him with the baby No one was 
permitted to touch the baby, and each night the mother took the baby 
to bed with her 


At the time the Lindbergh kidnaping case was in the headlines, a 
200-pound woman was admitted to a mental hospital She calmly 
stated that she was the Lindbergh baby. 

Hallucinations.-|-Hallucmatory phenomena consisting of the 
perception of nonexistent external stimuli are more common m 
schizophrenia than m any other mental disease Auditory.hal- 
lucinations in the foim of voices vilifymg, threatening, or flat¬ 
tering the patient predominate. The voices may be identified 
as those of relatives, friends, or God] They may be clear or 
they may be so indistinct as to be unrecognizable. The messages 
are more often unpleasant than pleasant, and it is not unusual 
to observe patients on disturbed wards angrily contradicting or 
fighting against the voices Some patients automatically obey 
the voices and on command may take off their clothes, attack 
other patients, or injure themselves. The more fortunate who 
receive agreeable messages encourage reception by withdrawing 
to quiet corners, where they may be observed listening with 
amused or beatific expressions 

^Visual hallucinations are prevalent but not persistent They 
occur sporadically for short periods Celestial visions are fre¬ 
quently reported God sometimes appears in person On other 
occasions his presence or message is expressed by a flash of light 
or some unusual configuration of the heavenly bodies Departed 
relatives are occasionally seen. Kinesthetic hallucinations are 
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especially noted in suspicious patieaits, who generally claim that 
their enemies shoot them with electricity or inject them with 
mysterious drugs while they are asleep 01factory_£nd gusta¬ 
tory hallucinations center about offensive or poisonous odors and 
taste sensation^ 

Speech Disorders.-^any schizophrenics are mute or barely 
communicative In some instances the paucity of speech results 
from their self-absorption and lack of interest in social inter¬ 
course. They do not talk because they have mathnig to say to 
the outside world. Others refrain from speaking because the 
voices order them to be silent or because they imagme th^ they 
are_deacL A few dare not open their mouth for fear of the con¬ 
sequences of their potent words or the poisonous quality of their 
breath On the other hand, many schizophrenics are overlalka- 
tiye, but much of their speech is incoherent, repetitive, discon¬ 
nected, and irrelevant] Some egocentric meaning may lurk be¬ 
hind the bewildering welter of words, but to the listener it sounds 
like nonsense 

The following is the spontaneous production of a young 
hebephienic female patient. Note the disconnected mental 
trend, the word-salad type of speech, and the bizarre ideas 
expressed. 

Elation, elevation, multiplication it’s too high up heie, in fact 
it’s too hot, in fact it’s too cold I must say, I might say Wait 
a imnate, can I use that'^' I'll rum it, daddy You don't Itnow how 
to use it If you can use that, I ought to be able to, you’re my father 
Maybe I will sacrifice , The old test will start over again In 
fact, it’s glorifying I can wear my hair any way Strike one, 
strike two Wait a minute, will you, please? I don’t like this, 
it kind of chokes me, will you please undo it, daddy? I like nature 
Are you still a cracker? I like lively humoi, I’m afraid I’m losing. 
I like to watch baseball games If you get cold nothing can affect it, 
it won’t rust Hair, it might be robin redbreast Who is 
grandpa Oh, I recovered, let me try and use those, you can do 
it How did you do that? Oh, I just performed an operation Elec¬ 
tricity wasn’t invented I like my conscience, though They have 
tried it m every generation I love you ivory complexions. 
Gold and pure and purple and white, darling Whisky, darling— 
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That wasn’t whisky that calmed me, but the milk, that was the only 
thing that saved me I like whiteness, I never cover my face with 
powder, I don’t need any powder You don’t weai lust in the winter, 
you wear blue I brought 10 eggs . I’m afraid, I am, they did 
everything they could Summer is passing, so far we have gone, 
summer and after all if you want to If God said I want to 
make the world perfect then they will have to do it themselves There 
isn’t any hole in my head Joan of Aic, was she your daughter 
too? Was she your daughter? No, it’s a heart, it is I wouldn’t take 
that silver streak out of her hair for anything . maybe every 
time she thought aloud In 15 minutes they performed perfect oratory 
but I skipped the jobs I let the other kids hold the ropes I was 
running against a country tree I was thinking I like ginger¬ 
bread but I like milk too You huit that nerve, didn’t you? You’re 
a dentist, give me some candy, that ought to boil you too. You don’t 
want me to show, you want my chin to quiver They hold my 
feet Oxygen, will you please give me that? I’m going to stop 
your heart with it I happen to know that much Chop the arteries 
off and your heart stops A snake can’t swallow but it can climb up 
the family tree if they have the trees they want, but I’m afraid, daddy 
I’d take a vase, daddy, please take me out of this 

Occasionally a schizophrenic utterance appears to be pregnant 
with profound but elusive wisdom On closer examination, how¬ 
ever, the high-sounding phrases turn out to be empty platitudes 
or chance word associations. Some illustrations are “a bonfire 
of delight” and “the attainment of ethereal bliss through poly- 
techmcal science and soul exploration,” 

Wealowsms, or the coming of new words, are a common schizo¬ 
phrenic characteristic (4) Like the neologisms of normal peo¬ 
ple, the new words are often constructed by condensing two or 
more words into one, but many schizophrenic neologisms are of 
unknown origin and their meanings, if any, are apparent only to 
tjlm~patien£j Wn soihe’cases it is doubtful whether the neologisms 
of the schizophrenic are meaningful words oi nonsense syllables 
blended together A number of neologisms coined by normal 
and by schizophrenic persons are listed below It will be noted 
that the mam difference between the two lists is that the new 
words created by normal individuals are logically derived and 
their meaning is obvious, whereas the roots of the neologisms of 
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schizophrenics are obscure and their meaning is usually unde¬ 
cipherable. 


Neologism 

Meaning or Definition 

Normal 

remmuisances 

. . long-wmded remmiscenoes 

smema 

. naughty cinema 

reno-vation 

divorce 

brunch 

combmed breakfast and lunch 

Scliizophremc 

jackpeiv 

lackkmfe plus penknife 

bednidgers 

peiseeutors 

poivo 

pleasant saymgs 

lava 

supper 

gruesor 

gruesome plus sorrowful 


Writing Peculiarities-^ome schizophrenics never touch a 
pencil, others are prolific writers _ The same general types of 
abnormalities observed in their speech also occur m their writ¬ 
ing The st-v IS i. .'•',ive, stilted, and^^uneven. The 

trend of - ho o.i . and incompreh ensible . Sym¬ 

bols, lines, drawings, numbers, and words are combined .in.bodge- 
podge fashion Rules of punctuation and grammar are usually 
Ignored. Parts of words are often omitted and strange letters are 
addec^ In a letter to her husband, a schizophrenic wrote, “I's the 
’tame—always—’tumin, any mo, ta ever 'te me turn time.” The 
husband translated this to mean, “You don’t come in any more 
to see me Come see me ” 

Thinking Disorders.—^he above language peculiarities point 
to seyere thinking impairment The tram of thought jof the 
schizophrenic lacks unity, organization, and specificity of ob- 
ject. ^Secondary ideas, which are usually suppressed in normal 
thinking, flow uninhibited into the mam stream of thought 
The patient rambles from one incompleted idea to the next, 
jumping from one key word to another, with the consequence 
that the final product appears incoherent, disjointed, and.incpn- 
seqqential. Several theories have been advanced to explain 
this defect Bleuler (3) attributes it to the weakening of asso¬ 
ciative links Storch (30) and White (31) see m the languag'e 
and thought processes of schizophrenics a regression to archaic 
and primitive forms of thought^ 
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^ne argument m favor of the latter hypothesis is the fact 
that many schizophrenics tend to think in terms of concrete 
images rather than abstract ideas In giving the meaning of 
words, for example, a concrete illustration is often given instead 
of a general definitio^ Thus one patient defined “peculiarity” 
as “having big ears,” ‘"priceless” as “gold,” and “scorch” as “fire.” 
Other manifestations of archaic thought in schizophrenia include 
ideas of wish fulfillment through magic and delusions of cosmic 
ideTftification., metamorphoses, and rebirth Some experimental 
studies indicate that schizophrenic patients do very poorly on 
test situations involving abstract behavior, concept formation, 
and generalizing ability. However, there are great individual 
differences among schizophrenics m these performances and some 
investigators claim that when adequate rapport and cooperation 
have been obtained, even disorganized schizophrenics can be led 
to generalize, to group related objects, and to solve abstract 
problems (15). 

Impairment of Intelligence.—^ is indicated by their early 
school records, schizophrenics, as a group, are endowed with aver- 
agejntelhgence. The disease process, however, interferes with 
TT ^iminn menta,! efficmncy, so that, on tests of intelligence ad- 
mimstered after the onset of^tha^disease, their performance level 
in terms of mental age is from one to two years below the aver¬ 
age for the general population (18) The decline of various 
mental functions is not uniform Tests of vocabulary show less 
impairment than tests o^learning, memory, motor ability, and 
abstract thinking (15). The intelle ctual loss is not permanent 
With improvement in mental health there is a corresponding 
recovery in the intellectual spher^ 

Other Mental Symptoms.—^Deteriorated and emotionally dis¬ 
turbed cases frequently give the impression of being completely 
disoriented; but when allowances are made for their inaccessibil¬ 
ity and delusions, it is found that the average schizophrenic is 
fairly well oriented He is aware of his identity, knows where 
lu-W (((■‘‘.I' l'" I'oopTe, and pan give the approximate date, 
Mc' IV ' well retained for early experiences but is 

spotty for events occurring subsequent to the onset of the 
disease This is largely due to poor attention, lack of interest, 
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and faulty learning, judgment is grossly defective and,insight 
IS lacking. The patient has little or no understanding of his 
mental condition and is incapable of critically evaluating and 
controlling his actions and thoughts in accordance with accepted 
social standard^l 

Physical Symptoms.—^specially m the early stages, the physi¬ 
cal health of schizophrenic patients is poor Because of lack of 
exercise, inadequate nutrition, and sleep disturbances, they are 
frequently weak and emaciated. Body temperature regulation 
is often defective^ 

CLINICAL TYPES 

[Four mam types of schizophrenia are generally recognized 
s^ple, hpbephicnic, catatonic, and p_aranoid The relative fre¬ 
quency of the four subtypes is not definitely ascertainable, since 
patients of the simple type are rarely committed to mental hos- 
pital£j Of all schizophrenics admitted for the first time to New 
York State civil mental hospitals during the period 1935-1940, 5 
per cent were diagnosed as snnple, 17 per cent hebephrenic, 23 
per cent catatonic, and 55 per cent paranoid (The catatonic 
form occurs more often in women than m men, the other three 
fonns aie slightly more prevalent among mei^(l) 

(Whether there is sufficient similarity and overlap among the 
four types to wai’rant their inclusion under a general heading is 
debatable. Supporting the doctrine of a single disease entity is 
the fact that it is not uncommon for a patient to exhibit typical 
hebephrenic reactions at one tune and later to demonstrate cata¬ 
tonic symptoms, or vice versa| Many patients who originally 
present paranoid symptoms gradually deteriorate to the hebe¬ 
phrenic level O^hen two oi more members of the same family 
become schizophrenic, they frequently develop different clinical 
formsil 

^n the other hand, there is considerable evidence to indicate 
that the various subtypes have independent origins and prog¬ 
nosis Age at the onset is one distinguishing feature. At their 
initial admission to mental hospitals, the ■■ ’ f.' ■«’ 

catatonic, and hebephrenic patients is be' . i . t ui .-li ■ 
thirty, whereas the average age of paranoid patients is between 
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thirty-five and forty Paranoid patients are usually more stur- 
di^ 'built than those affected with other forms of schizophrenia. 
On the basis of post-mortem examination, Lewis (20) found 
that the great majority of hebephrenic and catatonic patients 
exhibited small aplastic hearts with general arrest in circulatory 
development. In contrast, the hearts of paranoid patients were 
above average in weight and their circulatory systems were over- 
deyeloped Kallmann (16) has noted that hereditary elements 
are more pronounced in the catatonic and hebephrenic groups 
than in the simple and paranoid groups. With respect to prog¬ 
nosis, catatonics tend to respond more favorably to treatment 
than do hebephrenic pati“rt« ■-Vtf'-in; Mor i- lf‘.>, marked 
in the paranoid than in the licLcphiUiic lOim , 

' Simple Type.—iThe key symptom is apath;y^Unless pushed 
by relatives or motivated by some simple ^ysiological drive, 
these patients are content to remain in bed totally inactive day 
after day Their fundamental wish is to be left alone Personal 
hygiene is completely neglected^ They rarely bathe and are un- 
;bdy in appearance and dress. Motor responses are sluggish. 
[They seldom converse except in barely audible monosyllables. 
Whenever possible, they substitute a nod of the head for a verbal 
respons^ Interest in personal reputation, family welfare, and 
external events is ml. Apart from their listless and often amoral 
mode of lii^g, they exhibit few abnormal symptoms Halluci¬ 
nations, delusions, and peculiar actions are lacking 
fjndividuals who develop this form of schizophrenia often have 
a history of having been exemplary children who made good 
progress in school and were well behaved at hom£| Their model 
behavior during childhood is symptomatic of later development 
They are model children because they do not have the interest, 
energy, and self-assertion required to be bad. jAs they grow 
older, they become progressively more and more apathetic At 
about puberty they begin to fail in their studies and gradually 
stop, going to school. Lacking ambition and incentive, they 
make no attempt to secure'employment, visit friends, or amuse 
themselves If urged too strongly to seek employment and lead 
a more useful life, they often! become moody, irritable, and as- 
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saultive. Under such circumstances hospitalization may be re¬ 
quire^ Usually, however, they are adequately cared for at 
home, or they manage to get along on the outside as tramps, 
vagrants, and prostitutes. A fair proportion spend most of their 
days in prisons Because of their superficial resemblance to the 
mentally defective, a few are committed to institutions for the 
feeble-minded 

The following dialogue is an interview with a twenty-two-year- 
old female patient who was sent to a mental hospital because 
she neglected her illegitimate child, spent most of her time in 
idle daydreaming, and occasionally wandered aimlessly about 
the town making dates with strangers. 

llow do you feel? 

"I’m all right ” 

Do you like it here? 

“It’s all right ” 

Do you want to go home? 

“Yes.” 

Do you object to being kept here? 

“No, not especially I’d rather be home.” 

Do you mm your baby? 

“Yes.” 

How much do you mm her? 

“Oh, I miss her.” 

Did you take good care of her when you were at home? 

“Yes ” 

What do you do all day now? 

“Nothing much ” 

What sort of a place is this? 

“A hospital.” 

Do you hear strange voices? 

“No ” 

Do you think peovle are against you? 

“No ” 



SCHIZOPHRENIA 


247 


'Oo you think there is anything wrong mth your mind? 

“I’m all right,” 

If you had three wishes, what would you msh for? 

“I don’t know ” 

Hebephrenic Type.—^Emotional shallownesSj, tendency to 
childish silliness, bizarre delusions, hallucinations, jumbled 
speech, and gross disintegration of the personality are the proim- 
nent symptoms. In response to thoughts and ideas originating 
within their disordered minds, hebephrenics periodically have 
gi^hng spells that may alternate with outbursts of anger or 
affectless crying Oblivious to their surroundings, they con¬ 
tentedly spend hours talkmg and simhng to themselves or corn- 
versing with imaginary persons. Many see heavenly visions 
and hallucinate peculiar odors In the early stages, hebephrenics 
may be’ communicative but it is impossible to conduct a normal 
conversation with them. If they respond at all to direct ques¬ 
tions, their comments are usually inappropriate and nonsensicajl 
Thinking as mdicated„by speech and writing is confused and dis¬ 
connected. Words are indiscriminately mixed together Several 
independent ideas may be telescoped into one sentence. 

Hebephrenic delusions are fantastic. One patient stated that 
a vampire had sucked out all her blood and she was now a skele¬ 
ton A second held his breath for long periods because each 
time he exhaled he filled the world with poisonous gas. Still 
another reported that there was a bee in his stomach that buzzed 
and talked to him. As an experiment, the attending psychiatrist 
gave this patient an emetic, and while the patient was distracted 
a bee was dropped m the pan The patient was then assured 
that the bee would no longer disturb him The next morning, 
however, the patient complained that the buzzing was worse than 
ever. The swallowed bee had been a queen bee, and now his 
stomach was filled with hundreds of little bees that were busily 
buzzing within him. 

Some hebephrenics develop expansive ideas centering about 
the thought that they are creators and rulers of the universe 
SFthe disease progresses, they exhibit such pronounced deterio¬ 
ration of intellect, judgment, speech, and social habits as to 
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Vi«tify tho s'atomont -"^rv "o longer resemble human bemgs. 

i i''us ... indolent, sluggish, untidy, and 

dull Their deterioration, however, is often more apparent than 
real. 

Below IS an interview with a hebephrenic female patient who 
exhibited bizarre delusions, hallucinations, and a tendency to 
siUiness. 

What IS the name oj this place? 

(No response) 

Do you know the name? 

“Nay, ha, ha ” 

What kind oj sickness is cared for here? 

"Love.” 

Are you sick? 

“Nay ” 

Why do you rub your head so much? 

“God knows. Ha, ha ” 

Do you know? 

“Yes ” 

Well, why? 

“Oh, there are small snakes m my hair Out temptation! If the 
world was m a state of innocence, it would not be necessary for people 
to wear clothing ” 

Why do you refuse to eat? 

“Oh, God knows Filth Not clean ” 

Why are you so particular about your food? 

“Love is the fulfillment of the law ” 

What are you thinking about at this moment? 

“Ha, ha! It’s rather difficult to understand what everything is 
about Are there any college challenges in this place?” 

Does God talk to you? 

“Oh, yes.” 

What does he say? 

“Jean, you are a good girl, good girl, good girl ” 
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Why are you smihng now? 

“I don’t know.” 

Are you married? 

“Yes " 

Where is your husband? 

“In New York.” 

Do you frequently see your husband? 

“He IS always with me We’re connected by love waves There 
are many bad women in the world They should be punished Love 
and law are the expressions of the universe ” 

Do you have any children? 

"Oh, ha, ha, several dozens I had a little red baby this morning ” 
Where is the baby now? 

“My father always told me to be refined Refinement is a virtue 
Love IS perfection ” 

Who IS the father of the baby? 

“It’s my baby It’s my baby I have a father. The Lord is the 
father of the universe ” 

Do you think there is anything wrong with your mindt 
“Oh, God knows Men are m the universe because the sky was 
made blue Love is perfection Virtue is a refinement ” 

Catatonic Types.—As compared with other forms of schizo¬ 
phrenia, which usually are insidious in their onset, catatonia is 
frequently abrupt The most common reaction is one of under- 
activity, o v'cafaionic stuvor.^ Mildly stuporous patients are un¬ 
communicative or speak in a monotonous voipe They have 
expressionless faces and require prompting and assistance in 
dressing and.eating Some assume peculiar postures and main¬ 
tain them for long periods. The stiff, erect pose of a soldier is a 
favorite. 

Markedly stuporous catatonics are bedridden, mute, totally 
inaccessible, and helpless They usually are unclean in their 
personal habits and refuse to eat, so that they must be forcefully 
fed by spoon or by liquids poured directly into the stomach 
through a tube. The eyes may be closed or open If the latter, 
they stare fixedly into space and blink rarely. While m a stu- 
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porous state, the catatonic appears to be romplrtolv i«ola't 1 fr,)-:; 
what is happening about him, but on i***'- la ii v i o’. alili 
to" give a detailed account of past events. 

The most striking feature of severe catatonic stupor is the 
marked rigidity or flexibility of the musculature Some cata- 
tomcs are so rigid that it is possible to suspend their body be¬ 
tween two objects as if it were a stiff board. A springlike re¬ 
sistance is encountered when an attempt is made to bend a hmb 
or to open a clenched fist. Other stuporous catatonics are ex¬ 
tremely flexible Their limbs may be molded like wax into any 
desired positions, and the imposed postures are usually main¬ 
tained for several minutes This waxy flexibility is called fiexb- 
bihtas cerea 

Though impressive, the immobility of both types of catatonics 
has been exaggerated by many writers While lying comfortably 
in bed during the day, catatonics occasionally remain motionless 
for two or more hours, but on the average they move slightly 
more often than once every 20 minutes Under similar circum¬ 
stances, normal individuals move once every 5 minutes Dur¬ 
ing the night, markedly stuporous catatonics continue to aver¬ 
age one movement every 20 minutes as compared with normal 
individuals, who average slightly moie than 10 minutes between 
moves (25) 

After a period of several weeks or months, the stupor gradu¬ 
ally or quickly lifts, and the patient returns to a normal state or 
goes to the opposite extreme and passes into a state of Qgf atonic 
excitement This form of excitement is unlike any other The 
patient may be in perpetual motion, but he usually remains 
rooted in one spot His movements are stereotyped and his ex¬ 
citement is devoid of emotional expression. He may talk m- 
cessantly, but his words are incoherent and repetitive. To the 
casual observer, his actions may seem weird and meaningless, 
since they are unaffected by external stimuli and serve no appar¬ 
ent purpose. Actually, however, there is reason to believe that 
the catatonic’s activities are directed by inner motives. In re¬ 
sponse to hallucinations, delusions, and inner fears, patients 
occasionally become impulsively assaultive and destructiveT 

Catatonics suffer from some disorder of volition or will At 
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times they are extremely negativistic and at other times they 
are abnormally suggestible, Muscular rigidity, for example, is 
ah illustration of their negativism, and flexibihtas cerea illus¬ 
trates their pliability Some patients automatically obey all 
verbal instructions, even when it is not to their advantage to do 
so Thus a patient asked to hold out his hand so that the 
examiner may stick it with a sharp pm will automatically hold 
out his hand, without any show of emotion, as often as requested. 

In extreme instances catatonics will automatically repeat the 
words or the actions of another The former condition is known 
as echolalia and the latter as echopiaxia. The repetition is com¬ 
pulsory rather than optional It is a forced reaction that the 
patient is unable to resist Perseveration is frequently encoun¬ 
tered. A catatonic may repeat some stereotyped movement day 
after day. draw the same pictuie a thousand times, or repeat a 
senseless phrase over and over for hours 

Research in Catatonia .—Because of its dramatic nature, cata¬ 
tonia has been a favorite subject for research It has been found 
that motor reactions characteristic of human catatonia may be 
duplicated m animals by the injecxion of certain preparations 
such as bulbocapnine (13) or heavy water (14), and also by pro¬ 
ducing lesions between the mammillary bodies and the third nerve 
(26). Although interesting, these observations are not particu¬ 
larly indicative of organic factors in catatonia, since catatonic 
patients present no significant biochemical disturbances or neuro¬ 
logical lesions. The importance of experimental animal studies 
IS also negated by the fact that typical catatonic motor symp¬ 
toms may be easily induced, maintained, and abolished by hyp¬ 
nosis, a purely psychological phenomenon A psychological ex¬ 
planation has been proposed by Guthrie (12), who maintains 
that the catatonic has purposely withdrawn from the world of 
reality and does not wish to be disturbed His negativism, mute¬ 
ness, flexibility, and automatic obedience are active or passive 
expressions of his refusal to be annoyed by busybodies surround¬ 
ing him. 

A second field of investigation has been concerned with the 
therapeutic problem of abolishing the catatonic stupor Results 
from this approach have been spectacular but disappointing 
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Rigid or flexible catatonics may be completely aroused from the 
most profound stupor and restored to a normal physical and 
mental state by the injection of sodium amytal (2) or the in¬ 
halation of a gas mixture consisting of carbon dioxide and oxy¬ 
gen (22). The “cure” is unfortunately temporary. For a short 
period ranging from several minutes to a few hoursj the patient 
converses and moves about m normal fashion Then once again 
he sinks back into a stupor 

The thought content and subjective experiences of the cata¬ 
tonic constitute a third field of inquiry. Observations made by 
hospital personnel during the acute stages of the illness, together 
with retrospective reports submitted by cured patients, indicate 
that catatonics experience a rich mental life while in stupor. 
Furthermore, there exists an intimate relationship between their 
mental thoughts and their physical reactions It appears from 
these studies (32) that the motor symptoms of the catatonic are 
most frequently symbolic dramatizations of sexual conflicts, 
death, and rebirth. The attitude and manifestations of cata¬ 
tonia suggest especially a feigned death reaction to fear Death 
provides a final solution of difficulties, an escape to a blissful 
state of freedom and peace. 

An interesting description of the subjective experiences and 
thoughts of a catatonic has been reported by Fraser and Sargant 
(9) This case is outstanding because the patient was a brilliant 
student with an IQ of 140 While ill, she was in a catatonic 
stupor that was periodically broken by impulsive activity. After 
recovering, she wrote a description of her illness. The following 
excerpts are taken from her retrospective account 

On going shopping with Mummy in the bus, I felt faint, and we 
went into the house of some great-aunts of mine After lying down 
for a while and drinking some milk, I went home again and worried 
all day about having a baby I was then taken to the hospital, after 
a night at home when I thought I was going to die There I remem¬ 
ber a bell tolling all day, and the parting with Mummy, and being m 
a room with a very quiet nuise, and having earphones on, and hearing 
music and voices I had a bell beside me which I rang and called 
out the names of people, and I remember seeing a building out of the 
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window sink into the earth with Mummy standing straight at one of 
the windows, and Daddy waving to me 

Do not remember much about the next part except for a day nurse 
and several night nurses, my meals, and a bath every day, and trying 
to escape into a long passage, and imagimng I was in India, and doing 
various gymnastics in the loom 

Eventually I came to the Villa and was in a small room from which 
I had a great desire to escape, especially on going to and coming 
from treatment m the mornings The open door was a great tempta¬ 
tion, and also to grab other people’s fruit and beds 

I had three private nurses The first I was scared of, because she 
was so large and would not let me drown myself m the bath. The 
night nurse I fought with because every time I woke up from the 
sleeping draught, I used to see her having a meal and this awoke the 
greedy instinct in me The third nurse I got on well with at first, as 
she was veiy quiet, but on coming into the ward I felt I wanted peace 
and did not need a nurse any more However, they must have had 
to put up with a great deal, and I should like to apologize now for all 
the trouble caused 

When Mummy and Daddy came, I always wanted to leave with 
them, but gradually I became resigned and began to take an interest 
in the other patients I had various imaginations or delusions such 
as being in a tomb, being a bug in a rug and being abroad I had a 
feeling that I did not deserve the food that was brought to me, though 
it was very welcome. 

One of the strangest impressions was that of being in a tomb when 
I came over to this hospital I imagined that I had already died and 
that this was the afterlife, also that the nightgowns were shrouds. I 
imagined that I had not been given a proper funeral because I thought 
my soul had not been saved On first going out into the garden, I 
thought I was seeing other people who had also died and that we 
were all walking in Heaven 

Nearly everyone whom I saw appeared to me as being either rela¬ 
tions or friends of well-known people For a time I thought that Sister 
was the Bishop of London, that nearly all the doctors were uncles of 
mine, and the Villa was sometimes a tomb, occasionally a prison, 
and for a time I thought it was a ship 

Concerning the voices which I heard, I do not remember very well 
what they said, except for a few sentences about there being no hope, 
and something about it being right to go mad. I remember one sen¬ 
tence well, which said, “Go and tell your Mother you are mad and 
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then you will have done it,” and I did go into the next room and I 
told a woman who was lying there and who I thought was my Mother 
this sentence, and she appeared to be very frightened When I went 
back to my room and listened in again the voices said, “Well donel” 
Another sentence which I remember hearing the voices or someone 
say was, “You cannot help us until you have washed your hair ” 

I do not know to whom this was referring, but it made me put my 
head in the bath nearly every day, and a little of the drinking water 
was always poured over my head every day before dinner. However, 
this idea soon faded away 

Going home for the first time seemed very strange, and I expected 
that I was going to be murdered It was lovely to meet my sister 
again The next time it was very much more easy to talk Life 
became much more peaceful later, and I have had time to think for 
the first time in my life and it seems to me at present that although 
I am young there is not enough peace and thought in this world, and 
too much rush, but I have already had a full and enjoyable life since 
leaving school. 

Paranoid Type.-JParanoid patients are suspiciouSj_ sen sitiv e, 
egocentric individuals whose lives revolve about the theme of 
persec ution They imagine that people are against them and 
in, devious ways are maltreating or plotting against thjm At 
first their delusions of persecution are limited and fairly well 
systematized and their attitude toward the world is,pne of__emo- 
tional aggressiveness Later their delusions become numerous, 
incoherent, and absurd, and their aggressiveness subsides.' " ‘ 

iThe delusions of the paranoid are reinforced by persecutory 
hallucinations They hear enemies calling them names and 
threatening them, see faces at night, taste poison in food, feel 
currents operating on their bodies, and are overcome by the 
peculiar gases discharged in their rooms. Fear of the omni¬ 
present and persistent enemies may eventually drive the para¬ 
noid to homicide as a measure of self-defense, or to suicide as a 
form of escape. A homosexual component is detectable in some 
instances, the delusions and hallucinations being thinly veiled 
defenses against, or projections of, latent inversion In keeping 
with this interpretation, it is usually noted that male patients 
hp,ve male persecutors and female patients have female pei5B=^ 
cutors. I 
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iMany paranoids have delusions of grandeur that conveniently 
“explain” why they are being persecuted They are persecuted 
because others envy their wealthy intelligence, fame, and fa^mily 
connections. This strange mixture of persecution and grandeur 
IS also noted in the ideas of reference expressed by many para¬ 
noids Ideas of reference consist in attaching personal signifi¬ 
cance to incidental occurrences An automobile horn sounding 
in the night is to most people a commonplace and meaningless 
stimulus, but to a paranoid who regards himself as the center 
of the universe, the blare is a signal from his persecutors Simi¬ 
larly, if a paranoid observes a grpup of individuals talking to¬ 
gether, he IS convinced that they are talking about and against 
hrmj 

In the following interview, a schizophrenic paranoid patient 
presents delusions of persecution and grandeur, ideas of refer¬ 
ence, and hallucinations 

Who are you? 

“I am a scientist and a universal doctor.” 

What kind of a scientist are you? 

“1 am a graphologist and astrologist By the stars I see you are 
going to die in 1967 When the right girl comes along for me I will 
be able to recognize if she has physical and mental love for me by her 
handwriting ” 

Can you tell me more about this? 

“I am connected with the psychic world and seer I know the 
language of the birds For example, when they fly in three forma¬ 
tion, it means a 1, 2, 3 sentence which means throne ” 

Do you get along well with your neighbors? 

“No, I have been having arguments with them for 17 years They 
annoy me One time when I went to have my battery recharged, they 
put something in it to make it dissolve and give off a peculiar odor 
Every time they go by my place they toot their horns to get me all 
excited ” 

What was this odor like^ 

“I don’t know Maybe it was a kind of poison gas ” 

What else do the neighbors do^ 

“They put all kinds of lies in the papers about me.” 
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What paper? 

“The morning paper. They change the names around so they will 
puzzle people ” 

What names do they substitute for you? 

“Hitler and Mussolini ” 

Are you Hitler^ 

“I don’t know You can tell by the stars and my handwriting ” 

Do you think you have a special mission in life? 

“Why, yes God has willed that I come here to cure these patients 
Only this morning I was working on a cranky patient I transferred 
my psychic mind to him and after a while I made him lie down and 
keep quiet Tomorrow I want one of the medical offices reserved for 
my healing ” 

Do you hear God talk to you? 

“No. He communicates his desires to me by celestial signs He 
sent me a message this morning in a form of a cloud ” 

What was the message? 

“That’s a secret ” 


ETIOLOGICAL AND PREDISPOSING FACTORS 

Heredity.—^Ithough psychiatrists are not in complete agree¬ 
ment on this point, recent studies indicate that heredity is the 
basic factor in determining predisposition to schizophrema. The 
nibst extensive and conclusive genetic study is that of Kallmann 
(16), who investigated the families of over 1,000 schizophrenic 
patients As compared with an expected incidence of approxi¬ 
mately 1 per cent for the general population, he found that about 
16 per cent of the children, 12 per cent of the siblings, 8 per cent 
of the half siblings, and 4 per cent of the nephews, nieces, and 
grandchildren of schizophrenic patients may be expected to de¬ 
velop the same diseas^j In those instances where both parents 
are schizophrenic, the probability is that 68 per cent of the chil¬ 
dren will also become schizophrenic The etiological significance 
of heredity is further confirmed by twin data In a study of 
identical and fraternal twins, selected on the basis that one mem¬ 
ber of each pair was a schizophrenic, Kallmann (17) found that 
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the other twin was also schizophrenic in 86 per cent of the identi¬ 
cal twin cases and in only 15 per cent of the fraternal twin cases 
fioth CO- twins were affected in 68 per cent of the identical, and 
15 per cent of the fraternal, pairs examined by Rosanoff and his 
associates (27) 

The above twin data have been interpreted by some writers as 
proof that heredity factors alone do not suffice to produce schizo¬ 
phrenia. Their argument is that if heredity were the only cause, 
then all the identical co-twins of schizophrenic patients should 
be similarly affected. The fact that from 14 to 32 per cent of 
the Identical twins of patients are free of symptoms suggests 
that environment^ factors may also play a contiibutory role 

An equally sound genetic interpretation is offered by Kallmann 
(16). He finds that the inherited characters that predispose an 
individual to schizophrenia are transmitted by a single recessive 
gene pair, but that the overt manifestation of clinical symp¬ 
toms IS inhibited in from one-fourth to one-third of the taint 
carriers because of the interaction of protective constitutional 
factors This does not necessarily mean that faulty social and 
emotional habit patterns, conflicts, and environmental stresses 
are without significance. Developmental and external factors 
may facilitate or precipitate tEebveft expression of schizophrenic 
symptoms in predisposed individuals, but there is no evidence 
that they are essential or that by themselves they are capable 
of producing schizophrenic reactions in individuals .of sound in¬ 
heritance. 

Physical Basis.—(From time to time, various cortical, biochem¬ 
ical, and endocrinological abnormalities have been observed m 
schizophrenic patients. Subsequent workers either have failed 
to confirm these findings or have demonstrated that such ab¬ 
normalities are incidental and by no means specific or character¬ 
istic of schizophrenia (6, 24). Although more variable, the brain 
rhythms, or electroencephalograms, of schizophrenic patients are 
nb4 clearly differentiated from those of normal individuals (2l2 

Constitutional Factors.—|AI1 varieties of body builds are found 
among schizophrenics, but mainly because of their youthfulness 
about two-thirds have asthenic (slender) or athletic physiques 
Asthenic features are most prevalent among hebephrenic pa- 
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tients, and allilotic ph\siqiies predominate among patieuta of 
tb.e paranoid type (5). ^^lth respect to temperament, schizo¬ 
phrenics tend to be quiet, sensitive, introspective, self-contained, 
and socially reserved They are described as introverted, shut-in, 
and schizoid personalities Although accentuated by the disease 
process, these personality traits are also observed during the pre- 
psychotic period Children who in later years become schizo¬ 
phrenic exhibit all types of personality tratis, but introversion 
predominates over extroversion They are usually lonely, timid, 
hypersensitive youngsters who do not mix easily with other chil¬ 
dren They prefer daydreaming to active social participation 
and quiet pastimes to vigorous gamesj 

TREATMENT AND PROGNOSIS 

Treatment.—[Although home care is possible in certain cases, 
it is desirable to hospitalize most schizophrenic patients Before 
the introduction of shock therapy, treatment was essentially 
limited to general supervision, medical and nursing care, occupa¬ 
tional therapy, and psychotherapy In recent years, i^^n 
t^rapy, which has proved more effective than other shock tech- 
niqu,es in the treatment of schizophrenia, has been extensively 

r- 

Spontaneous Recovery.—i-In the absence of any special form 
of treatment, about 30 per cent of schizophrenic patients are 
discharged from mental hospitals within two years of admission 
—23 per cent as recovered or improved, 7 per cent as unimprove^ 
(10, 23). These figures, confirmed by follow-up clinical examina¬ 
tions (29), are based on unselected patients admitted to large 
public mental hospitals private and semiprivate institutions 
that select their cases and provide more intensive individual 
treatment report recovery or improvement in about 40 per c^t 
of patients treated for an average period of one year (7). In 
general, catatomes have a higher rate of amelioration than para¬ 
noids, and paranoids have a higher rate of improvement than 
hebephrenics. Intelligent patients have a better progpoifefthan 
the nonintelhgent, and schizophrenics with sturdy pTiysiques 
respond more favorably than asthenic patient^ 
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Follow-up studies, conducted 6 to 10 years after hospitaliza¬ 
tion, show that about 50 per cent of schizophrenics are still in 
mental hospitals, 30 per cent are in the community, 10 to 15 per 
cent are dead, and the remainder are unaccounted for (10, 29) 
Twenty-seven per cent remain in mental hospitals less than a 
year, and 42 per cent are hospitalized for at least 10 years (11) 

Outcome Following Shock Therapy.—^he immediate effects 
of insulin therapy are very favorable From 50 to 60 per cent 
of insulin-treated patients, as compared with 20 to 30 per cent 
of untreated cases, show clinical improvement. Unfortunately, 
the immediate effects following insulin therapy are not perma- 
rmn^ A substantial number of recovered or improved cases„je- 
lapse. In a follow-up study of a large number of patients, Ross 
and his associates (28) found that two years after treatment 57 
per cent of insulin-treated patients were still in hospitals and 
37 per cent were m the community These follow-up figures are 
only slightly more favorable than those based on patients re¬ 
ceiving only routine hospital treatment j^evertheless, insulin 
therapy is generally regarded as a valuable contribution to the 
treatment of schizophrenia since it shortens the duration of hos¬ 
pital stay in many cases and hastens recovery in favorable cases 
Metrazol and electroshock therapy have both proved ineffective 
ih the treatment of schizophrenic patients^ The percentage of 
cases benefited by these convulsion therapies is no greater than 
for untreated cases (8) 

Eugenics and Sterilization.—lit has been estimated that com¬ 
pulsory sterihzation of all schizophrenic patients would at moS 
reduce the incidence of this disease in the subsequent generation 
about 4 per cent., This estimate is based on the fact that only 10 
per cent of schizophrenic patients are descended from schizo¬ 
phrenic parents and that 62 per cent of the children of schizo¬ 
phrenic parents are born before the onset of the disease m the 
parent To some extent, schizophrenia is biologically self-limit- 
ing Only 50 per cent of schizophrenics marry, 47 per cent have 
children, and 23 per cent have grandchildren. However, this 
tendency toward self-elimination falls far short of complete 
eradication ^ a recessive disease, schizophrenia is often trans¬ 
mitted through relatives of patients who, although free of overt 
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symptoms, are latent carriers ^ Effective reduction of the inci¬ 
dence of schizophrenia would require prevention of the birth of 
the 90 per cent of schizophrenic patients born to parents who are 
not personally affected but who are latent carriers. If these in¬ 
dividuals refrain from marrying persons who also have schizo¬ 
phrenic relatives, the recessive taint will be held in check, and 
their offspring will not be overtly affected (16, 19) 
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CHAPTER XII 


MANIC-DEPRESSIVE PSYCHOSES 

Manic-depressive psychoses include a variety of emotional dis¬ 
orders for which no definite physiological pathology has been 
demonstrated Symptoms are usually of a manic or depressive 
type, but mixed manic-depressive reactions are occasionally 
' noted The mam characteristics of the manic ^phase are_^neral 
excitement, elation of mood, flight of ideas, and psychpnjptor 
overactivity. Conversely, the principal symptoms of the..!le;:. 
pressive phase are general retardation, emotional depression, 
poverty of ideas, and psychomotor underactivity. Mixed states 
include various combinations of manic and depressive features, 
for example, simultaneous restlessness and mental depression, or 
emotional exuberance associated with dearth of ideas 
I Incidence.—About I out of every 200 individuals may be ex¬ 

pected to develop this disease during his lifetime. Prom 10 to 
15 per cent of all persons annually admitted to mental hospitals 
are manic-depressive patients With respect to clinical type, 
about 40 per cent of first admissions are classified as depressed, 
35 per cent as manic, and the remainder as mixed (1). Attacks 
may occur at any age from puberty to old age The average 
age of patients at time of first admission to a mental hospital is 
about forty. Approximately 25 per cent of first admissions are 
under thirty years of age, 50 per cent are between thirty and 
fifty, and 25 per cent are over fifty. The disease occurs at an 
earlier age in women than in men and is substantially more prev¬ 
alent among women (11,14). 

ETIOLOGICAL AND PREDISPOSING FACTORS 

Heredity.—There is considerable evidence that the predisposi¬ 
tion to manic-depressive psychosis is inherited The disease oc- 
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curs 80 times more frequently among the close relatives of manic- 
depressive patients than among unselected groups of the general 
population. As is noted in Table VII, close to 15 per cent of the 
brothers, sisters, parents, and children and 3 to 5 per cent of the 

Table VII Incidence of Manic-depresbive Psychoses among Relatives 
OF Manic-depressive Patients 


Author or 
investigator 

Relationship 
to patient 

Expectancy 
rate, per cent 

Rosauoff (16) 

Identical twins 

70 

Rosanoff (16) . 

Fraternal twms 

16 

Slater (17) 

Children 

16 

Slater (17) 

Parents 

15 

Slater (17) 

Siblings 

13 

Slater (17) 

Uncles and aunts 

5 

Slater (17) 

Cousins 

3 

Slater (17) 

Nephews and nieces 

3 


cousins, nephews, nieces, uncles, and aunts of manic-depressive 
patients are similarly affected As contrasted with these figures, 
only about 0 5 per cent of the general population may be expected 
to develop a manic-depressive psychosis. The importance of 
heredity is further emphasized by twin data Jn those cases 
where one twin develops a manic-depressive psychosis, the co- 
twin is similarly affected in 70 per cent of identical pairs and in 
only 16 per cent of fraternal pairs. 

As yet, no satisfactory theory has been advanced to explain 
the genetic basis of manic-depressive psychoses, but it is probable 
that more than one gene pair is involved The high incidence 
-ofthiFHisorder among close relatives suggests that the mode of 
transmission is of a dominant or partially dominant, rather than 
ofTi recessive, type. Since the manifestation of an inherited 
quality may be repressed or facilitated by the action of other genes, 
the greater prevalence of manic-depressive insanity among 
women than among men may be attributed to the restraining ip- 
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fluence of male constitutional factors or to the facilitating influ¬ 
ence of female ones 

Environmental Factors.—^The finding of Rosanoff and his co' 
workers, that 30 per cent of identical twins of manic-depressive 
patients are free from the disease, indicates that hereditary fac¬ 
tors in themselves do not invariably result m a psychosis.. Ex¬ 
ternal environmental factors probably exert a modifying influence 
with respect to the outward manifestation of symptoms iufa 
substantial number of predisposed individuals. What these en¬ 
vironmental influences are is not known Among the more 
common precipitating causes mentioned in case histones are 
physical illness, childbirth, financial reverses, loss of employment, 
death in the family, and disappointment in love Some or all of 
these factors may precipitate attacks m selected instances, but 
it IS important to note that they provoke psychotic reactions 
only in individuals who are susceptible to manic-depressive in¬ 
sanity The same external factors do not precipitate psychoses 
in individuals of sound inheritance In short, environmental 
factors do not cause manic-depressive psychoses, but they may 
act as catalytic agents 

Physical Factors —The cyclical changes in mood and psycho¬ 
motor activity are suggestive of some undei lying biochemical or 
endocrinological disturbances However, experimental findings 
to date have been contradictory and inconclusive (12) The 
brain waves of manic-depressive patients do not differ from those 
of normal people, and there is no significant change m the ele.c- 
troencephalograms of manic or "depressed patients upon recovery 
( 6 ) 

Constitutional Factors.—Approximately tivo-thirds of manic- 
depressive patients are thickset, well-rounded individuals. The 
late age of onset, together with the normal tendency to put on 
weight during middle life, in part accounts for this finding How¬ 
ever, even when corrections are made for age, it appears that 
stocky individuals are slightly more susceptible to this disorder 
than are the lean and slender (4). With respect to prepsychotic 
personality, the great majority are sociable, energetic, and extro¬ 
verted It IS relatively rare for shy, seclusive, and eccentric 
individuals to develop manic-depressive insanity. 
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MANIC PHASE 

Wychomotor Activity.—The clmical picture is dominated by 
pressure of activity. Manic patients cannot relax or remain 
inactive. They are feverishly active 20 hours a day. Passmg 
thoughts and urges are impulsively translated into action. A 
thousand things, all trivial must be done immediately. They 
rush madly from one task to another. No sooner have they 
started one thing than they are off on another They are so 
busy that they accomplish nothing. If unrestrained, they under¬ 
take numerous business enterprises, engage in multiple love 
affairs, or involve themselves m entanglements of all kinds 
When'hospitalized, they talk incessantly, busy themselves with 
the affairs of others, and get in everyone’s way Female patients 
frequently dance about the ward, and male patients walk to and 
fr^for hours They sleep only about four hours and spend the 
rest of the night singing, talking, and tossing m bed (13). Feel¬ 
ings of fatigue are diminished, so that they must be carefully 
supervised to prevent exhaustion 

Flight of Ideas,—The marked distractibility of attention and 
crowding of ideas results in an uninhibited flow of words When 
asked a question, the patient starts to answer it correctly, but 
passing thoughts and reactions to incidental external stimuli are 
soon incorporated into the response The tram of thought ceases 
to be dominated by a specific idea and becomes a disconnected 
flight of ideas. Sentences are rarely completed. The mere sound 
oTw^s may call forth similarly sounding words leading to end¬ 
less repetitions and irrelevant associations. Puns and rhymes 
are not uncommon It is, however, possible to elicit specific and 
coffecf answers by repeatedly interrupting the patient whenever 
he_starts to ramble and by asking pointed questions that require 
brief responses The rate of speech is usually accelerated to 
keep up with the rush of ideas Many patients are aware of 
their "poor concentration but are unable to marshal their thoughts 
or screen out chance associations. 

Emotional Reactions.—The dommant characteristic is an ex- „ 
pansive state of well-being. The majority are jolly, somewhat 
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euphoric individuals who are inclined to be boisterous, tactless, 
and facetious. Their boasts and antics are more amusing than 
annoying. They exuberantly express themselves as being "on' 
top of the world,” “full of energy,” and “superhappy ” Their 
gaiety is spontaneous and entertaining. Erotic excitability is 
increased and unrestrained Lackmg inhibitions, they do' not 
hesitate to use obscene expressions Beneath their agreeable 
exterior is a heavy layer of conceit, irritability, stubbornness, and 
aggressiveness. If slighted or thwarted, they become arrogant, 
argumentative, assaultive, and violent. At such times a per¬ 
secutory trend is often apparent In many respects manic pa¬ 
tients resemble intoxicated individuals They are merry and 
humorous one moment, angry and abusive the next. It is practi¬ 
cally impossible to subdue them In spite of their instability 
and unpleasant traits, they are usually likable individuals. 

Other Symptoms.—Perception is careless a,nd fai^y The 
resulting illusions are sometimes erroneously interpreted as hallu¬ 
cinations Delusions, if present, are simple and transitory. A 
patient may state that he is some famous person, but the jocular 
manner m which he makes such statements, together with the 
short duration of these ideas, mdicates that he is not serious It 
is a form of game that pleases his vanity and entertains his audi¬ 
ence Memory difficulties are often encountered, but they are 
due to distractibility and poor concentration rather than to 
actual impairment of memory. Because of the chronic excite¬ 
ment, there is usually a loss of appetite. In some cases care must 
be taken to prevent undernourishment. The exaggerated opti¬ 
mism and self-confidence of manic patients frequently results in 
faulty judgment Under the sway of their emotions, they spend 
fiioney freely and engage in dubious enterprises. As a general 
rule, they appreciate the fact that they are hyperactive and 
elated but vigorously deny that they are psychotic. They are 
adept at finding excuses for their nonsensical domgs and regard 
theur enforced hospitalization as a joke. It is the physicians and 
nurses, not they, who are mad. 

Degree of Mania.—A distinction is usually made between mild 
and severe cases, the former being classified as hypomanvx and 
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the latter as acute mania, or hypermania Similar symptoms 
are present in both conditions but they are much more intense 
in acute mama The patient may pass directly from a normal 
state to either hypomania or hypermania Some hypomamcs 
progress to the acute stage and others remain at the mild level 
for the duration of their illness 

/ Illustrative Cases 

Hypomani^^—Abstract of an interview with a young unmar¬ 
ried woman Observe the mild euphoria, the rapid shift from 
one idea to another, the circumstantial speech, and the tendency 
to be witty. 

How are you today? 

“Oh, I am superperfect The state is only wasting their money 
keeping me heie How about a steak dinner tonight with peppermint 
ice cream? The service here is too slow Why, there isn’t a good 
nurse here I could work ciicles around them ” 

Are you a nursed 

“Well, I don’t have my R N yet but I have all of my requirements 
You see, I’m too clever for you. Say, who is that nice young doctor 
you have here? Boy, I could go for him I think I will marry a 
doctor, a rich psychiatrist, and then open up four or five private hos¬ 
pitals so I could retire at age thirty. I work fast I could be the 
scrub nurse of the operation room and the superintendent of the joint 
I want to be the big shot My sister is a very brilliant girl Her 
estimate is about 95 per cent She is a senior in college She admires 
medical men, any man with a bram. My mother’s father was a doc¬ 
tor, a horse doctor, so you see it all traces back ” 

Would you tell me something about yourself? 

“Have I got to dig that up again? I hope, I hope, I hope Do I 
like men? Do I enjoy going to parties? I don’t believe in going out 
with every guy You have to use your head I’ve got a good head 
How do you like the profile? I don’t believe m falling for a guy. I 
think I’m better than any guy anyway I don’t think much of my¬ 
self, do I? I’m very conceited and very fussy and I don’t eat thmgs 
unless they are in courses either ” 
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What led to your being brought to the hospital? 

“I’m trying to tell you I went to interview Mrs Johnson for a 
]ob I was working at Dr S’s house ]ust to get acquainted with 
things and get a line-up of positions. I thought I might work into a 
clue even though I’m not a graduate. So anyway I got a job through 
a telephone call She never saw me or anything Her husband was a 
nice-looking guy He had had some money but he lost it through 
drinking I only drink to be sociable Mrs Johnson liked my ap¬ 
pearance and peisonahty and she said I would do as I looked neat 
I don’t care if I go out with a medical man or a factory man I can 
still adjust myself to the environment. She liked me so well she in¬ 
vited me to accept a date with her son, who is a licensed engineer, 
They have a beautiful house, you should see it She married a sec' 
ond time to a Greek She asked me to come down and take her daugh¬ 
ter out horseback riding, because I go in for all kinds of sports I 
have a regular outfit I wear Of course, I said I would but I was so 
busy I didn’t get a chance to I haven’t a license but I do drive I 
only know four policemen in town and if I get caught I probably would 
be m a jail instead of in this jail, but they wouldn’t catch me because 
I’m awfully smart ’’ 

How did you happen to come here? 

“I’m coming to that I went over to the house to be interviewed 
for a job I just walked in and observed the joint to see if I thought 
I would like it I saw a big fat bug last night It was nice and 
juicy but I had already had my dinner She took all my references 
and all that stuff She almost took my prenatal record I started to 
work and worked from one to six without stopping She has a lot to 
learn. I left there that night and started out to see my friend He 
IS a six-footer We make a nice couple Last year we won a dance 
contest He is very good on the dips and he holds it and counts 
1-2-3 ” 

Hypermania.—Below is a record of the spontaneous flqw of 
ideas elicited from an excited female patient in respoiji^e^o the 
single question, “Why are you in this hospital?’’ As compared 
with the above hypomania example, note the greater pressure, 
the more disconnected speech, and increased distractibility This 
case also illustrates the common characteristics of manics to play 
with the sound of words and to use one word as a stimulus for 
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the next Note the numerous puns, rhymes, and clang associa¬ 
tions 

I came here to see the light. I want you to see with your eyes 
what you saw at night, by the light in the white night How could 
you be a child and go into the wild? Kind sir, why are you so kind? 
Why did you drive a car to Buffalo on Route 20? You are twenty 
years old Tell me, why did you send that card through the mail? 
Why do you look up? Why do gentlemen prefer blondes? Do you 
love your wife? You are beginning to get a little bald. You know 
babies are born without hair Do you know why Leo, the lion, 1-i-o-n, 
was lionhearted? Do you have a heart? Do you know what you are 
doing? Doctor, listen, doctor, doctor, doctor, d-o-c-t-o-r Don’t 
make mothers go suffering on Don’t go near the fireplace over there 
Listen You heard it in West Bloomfield You saw the bloom m the 
fields Why was the light blooming in the fields at night? You have 
got to have tools to work Don’t we need fish once in a while? Why 
do you write A B C’s on the blackboard? You can see white and 
black. Say, listen, listen, listen, l-i-s-t-e-n, I can see your tiepin It 
isn’t right Listen, pins, pins, pins, p-i-n-s Look at that girl write 
down. 

A car ]ust went by There is a calendar Time, time, time, t-i-m-e, 
give you all you want Do you see the saw? Do you hear the buzz? 
Do you see the buzz saw? The busy bee, the ABC Say, listen, 
don’t go away I put Margie wheie she belonged It was just like 
your hand Is your hand still working? I was sitting on that chair 
Why did you just write the alphabet, daddy, because you are going to 
become a daddy and daddy knew that if he kept cleaning and clean¬ 
ing and working and who was Jack? There are so many kinds of 
jack Jack and the beanstalk, Jack in your pants, jack pot. Jack and 
Jill Daddy was kind to us, he was kind, he was kind Weren’t you 
kind? Weren’t you good? You were working awfully hard You 
understand you must look at a map There was a girl and she was a 
bad girl and she had a bad map and this is what she did to me She 
made me say something I wouldn’t say and that’s why I was still in 
school Did you know they had stills in school? Just listen to the 
A B C’s Oh, the most beautiful thing, roses in bloom, roses in bloom. 
Is your name Rosenbloom? 

I will tell you a story and this is going to be a short, short story 
and that’s just fiction You must listen They don’t want you to get 
up until the sun gets up What time do my sons get up? What time 
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does my one son get up? What time do my two sons get up? What 
time do my three sons get up? Doctor, tell me when does the sun 
get up? I wish you were a nurse I can see the sun coming thiough 
there I tried to see a little better in the light because I don’t want 
to go thiough those A B C’s the hard way I want to see it over for 
you and I want a new husband People all over the whole universe 
do not understand the situation, and they don’t want mothers all 
over the world to go on twisting that ring on their finger Please 
listen carefully You have to hear more than that, doctor Why did 
you send on Christmas Day of all days in that old calendar? Why 
must you sit down and write? Why did you have to write so beauti¬ 
fully? Why didn’t you do it, but why did you send it and when I said 
that you didn’t, you said to me, “I am sending you a line, just a line 
to let you know that we are mairied ” 

No, this was the way it had to be You understand why the school 
IS set just a little back off the road Do you understand why you 
have those children, my two boys? I don’t see quite far enough and I 
started to look up but you see, there is a cage up there You will see 
a cage now Don’t you see how wiong you are? Don’t you see how 
you done, Mr and Mrs and used her name? Don’t we need a plane? 
There is a drawer in there under that desk Who is that woman just 
sitting there? Does she have a name? And is she on my plane? 

DEPRESSIVE PHASE 

Inactivity.—There is an absence of initiative and energy. De¬ 
cisions are difficult to make and painful to execute. The slightest 
task appears formidable The patient remains in bed long after 
awakening because he does not possess the necessary strength 
and will power to get up. Once up, he must push himself to 
dress and attend to his routine duties The weary limbs respond 
sluggishly and every movement is a struggle. Should he attempt 
to fight his inertia, he is rapidly overcome by fatigue. Ungt 
periods are frequent and prolonged Activities are gradually 
restricted Unable to work, read, or visit with friends, the pa¬ 
tient withdraws from the world and spends his time sitting m 
some quiet corner with bowed head The more serious cases lie 
motionless m bed. 

Mental Retardation.—The majority of patients complain of 
a paralysis of thought and an inability to concentrate. Their 
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minds are blank. The power of recall and self-expression ap¬ 
pears to be lost Great diflSculty is experienced in arranging 
ideas, solving simple problems, or following the tram of thought 
of a book or conversation. Spontaneous remarks are lacking 
Direct questions are answered correctly but slowly Speech is 
hesitant, monotonous, and monosyllabic It is not uncommon 
for a depressed patient to stop in the middle of a sentence be¬ 
cause he has run out of ideas or words The voice is subdued 
Some are iotaJly mute The inhibition of memory and blocking 
of thought creates an impression of mental dullness that is mis¬ 
leading^ Actually, there is little or no intellectual impairment 

Emotional Reactions.—Gloomy hopelessness is the prevailing 
mood of depressive patients Life holds no pleasure, interest, or 
purpose. They feel alone m the world and totally useless Their 
suffer ing is , acute and their grief inconsolable. The intensity of 
all physiological drives and psychological motives is markedly 
deceased They have no appetite and are unresponsive to the 
usual forms of social stimulation Reproachful of the past and 
pessimistic of the future, they regard suicide as the logical solu¬ 
tion. Many are prevented by then inertia and moral training 
frOTOnaking any serious attempts to end their lives, but the 
threat is always present The general inhibition that pervades 
the motor and mental processes also includes the emotions 
Neither ]oy nor sorrow is fully experienced. Pleasant or humor¬ 
ous. incidents evoke no smiles, and the chronic sadness is usually 
unaccornpanied by tears In some cases the passive depression 
gives way to irritability, ill-humor, apprehension, and bitter self- 
condemnation 

Other Symptoms—Ideas of unworthiness and hypochondri 
acal delusions concerned with physical defects, digestive dis¬ 
orders, and general ill-health are prevalent Another frequent 
complaint'is insomnia. Some patients report feelings of un¬ 
reality. The world and its inhabitants seem strange and unreal. 
Orientation is usually well retained 

Insight.—^Depressed patients realize that they are mentally 
sick and often voluntarily seek treatoent Self-understandmg. 
however, is biased by their gloomy outlook A commonly stated 
fear is that they will become incuiably insane. Although ad- 
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mitting favorable recovery from previous attacks, they are con¬ 
vinced that they will never be well or happy again 
Degree of Depression.—This may range from mild depres¬ 
sion, dismissed as a prolonged “spell of the blues,” to a stuporous 
condition characterized by mutism, forced feeding, and confine¬ 
ment in bed. 

Illustrative Case 

Here is an abstract of an interview with a moderately depressed 
middle-aged woman Note especially the generalized gloom, the 
lack of initiative, the loss of interest, and the brevity of her 
responses. Insight is good 

Have you been in a mental hospital before? 

“Yes ” 

How many times? 

“Twice ” 

How are you feeling now? 

“Well, sort of sad and low in spirits ” 

Can you compare your present feelings with how you feel when you 
are wellf 

“When I was well, I woke up in the morning and was eager to get up 
and do my work Now I find it very hard to do anything ” 

How do you feel now when you awake in the morning? 

“Well, I want to stay in bed and have to force myself to get up and 
dress ” 

How do you feel after you are up and dressed? 

“Why, I just want to stay in one place and do nothing ” 

Do you sleep well? 

“Yes. It somerimes takes a little time to get to sleep, that is all ” 

Do you have a good appetite? 

“No, I am not very interested in eating ” 

Why IS that? 

“Well, the food has no taste, for one thing ” 

What ideas run through your head now? 

“I ]ust feel as if I didn’t care about going on.” 
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What do you mean? 

“Oh, I’d be better off dead ” 

Would you tell me more about that? 

“Oh, I never tried to do anything I merely thought of it as an 
escape ” 

Escape from what? 

“I don’t know Just from myself, from the despondency.” 

What makes you despondent? 

“I don’t know ” 

Did anything happen to upset you? 

“No ” 

Do you have many worries? 

“Oh, I worry some about myself, ]ust trivial things ” 

What do you mean? 

“Oh, just about my appearance ” 

Is this a recent worry? 

“No, I’ve always worried about that ” 

What do you do all day? 

“Not very much ” 

Do you read? 

“No, I look at the headlines sometimes ” 

Did you read when you were at home? 

“Yes, I belong to the Book of the Month.” 

Why don’t you read here? 

“I try to, but I can’t get interested in what I read ” 

Do you think you are as mentally alert as when you were well? 

“No. I can’t retain what I read and I find it difficult to discuss any¬ 
thing with other people ” 

Can you explain that a little more? 

“The woids don’t come as easily as they did before ” 

Anything else? 

“I don’t grasp things like I did before ” 

Do you enjoy listening to music? 

“I used to ” 
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And nowf 

“I have no feeling for it " 

Is your husband responsible for your being here? 

“No, I suggested that he bring me here ” 

Why? 

“I was despondent and felt I needed some protection ” 

Do you think you would have harmed yourselj if you had stayed home? 
“I really don’t know ’’ 

Do you want to get well? 

“Why, certainly'” 

How does the future look to you now? 

“Not very blight ” 


MIXED STATES 

During the course of an attack, some patients gradually pro¬ 
gress from a manic to a depressive state or from a depressive 
to a manic phase, with no intervening period of normal health 
It is especially at such periods of transition that varying com¬ 
binations of manic and depressive symptoms may occur simul¬ 
taneously Kraepelin (10) lists six principal types irascible 
mama, depressive excitement, unproductive mama, manic stupor, 
depression with flight of ideas, and depressive state with flight 
of ideas and emotional elation 

Illustrative Case 

Notice the gradual transition from a depiessive phase to a state 
of excitement and overactmty without elation. 

Shortly after being iejected for insurance because of poor health, 
Mr. R became despondent and lethargic He began to worry about 
finances and the fate of his family, refused to eat, and was unable to 
sleep A picture of despondency, he spent all his time in a paiticular 
chair. When spoken to, he rarely answered Upon the advice of the 
family physician Mrs R arranged for her husband’s admittance to a 
mental hospital For several weeks Mr R continued to be sad, in¬ 
active, and uncommunicative. He then gradually became irritable. 
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abusive, and overtalkative but at the same time was physically in¬ 
active, He would he quietly in bed but scream and shout When¬ 
ever his wife visited him, he would shower her with profanity and 
accuse her of plotting against him A few days later the psychomotor 
retardation disappeared and he became restless and violent This 
condition lasted for several weeks and was followed by a return to 
normal health y/ ^ 

Treatment^d Prognosis 

Treatment.—It is demr^Ie to hospitalize most manic-depres¬ 
sive patients In Addition to providing better physical care, 
hospitalization removes patients from disturbing home influences 
and IS a protective measure against suicide and irresponsible 
behavior. rAn important factor in the treatment of manic cases 
IS to diminish outside stimulation, gam the patient’s confidence, 
and eluninate unnecessary restraints and sources of irritation^ 
It is usually advisable to encourage depressed patients to take 
walks, read, and work with their hands Depressed patients 
should be assured of their eventual recovery and urged to take 
a more optimistic outlook Symptomatic relief may often be 
olbtained through medication and physiotherapeutic aids Pro¬ 
longed warm baths have a beneficial quieting influence on excited 
cases, and the administration of sedatives enables the physician 
to control the severity and discomfort of symptoms Some psy¬ 
chiatrists recommend psychological treatment during lucid inter¬ 
vals as a means of fortifying the patient with self-understanding 
against subsequent attacks 

Time is the greatest healing agent In the majority of cases, 
the disease runs its course and terminates m recovery within a 
few months in the absence of any special form of treatment 
However, recent investigations indicate that the duration of an 
attack may be shortened and the incidence of recovery increased 
by prolonged sleep therapy or convulsion therapy The former 
which is less effective, consists of putting the patient to sleep 
by means of drugs for a period of a week, with occasional periods 
of wakefulness for feeding purposes Shock therapy involves 
the periodic induction of convulsions This may be done by m- 
jecting a convulsant drug, metrazol for example, or by the 
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passage of an electric current through the intact cortex Results 
obtained by metrazol and electroshock therapy are roughly com¬ 
parable, but the latter method has the advantage of greater 
simplicity and absence of fear Insulin therapy is ineffective 
(6, 7). 

Outcome.—Prognosis is essentially favorable. Even before 
the introduction of special forms of treatment, about 70 per cent 
of manic-depressive patients recovered within one year of hos¬ 
pital admission (9) Frequently the duration of an attack is less 
than six months Five years after admission, approximately 60 
per cent are classified as recovered or improved (3). The use of 
metrazol and electroshock convulsive therapy has increased the 
rate of recovery or improvement to 75 to 80 per cent (2, 5), 
When recovery occurs, it is complete The patient is fully re¬ 
stored to health, with no impairment of personal, social, or occu¬ 
pational efficiency. In general, attacks occurring during early 
adulthood and those marked by sudden onset have a more favor¬ 
able prognosis than those occurring in late middle life or those 
characterized by gradual development 

Recurring Attacks.—^Approximately 60 per cent of all manic- 
depressive patients admitted to mental hospitals during a specific 
year are first admissions, and 40 per cent are discharged patients 
who, after a period of mental health, have had a recurrence of 
psychotic symptoms leading to hospital readmission This fact, 
together with the occurrence of repeated attacks in certain se¬ 
lected cases, has led to the widespread belief that manic-depres¬ 
sive psychosis is a recurring disease. Actually, most manic- 
depressive patients have only one attack during their lifetime 
of sufficient severity to warrant hospitalization In a follow-up 
study of cases over an 18-year period. Fuller (8) found that 75 
per cent were hospitalized only once Although heavily weighted 
in favor of recurring cases, data based on patients who die in 
mental hospitals also emphasize the predominance of single at¬ 
tacks (15) Patients having recurring attacks usually exhibit 
the same type of symptoms durmg subsequent periods of illness, 
but m some instances a manic phase may be followed by a de¬ 
pressive phase, or vice versa 
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Eugenic Aspects 

Manic-depressives marry as freely as normal individuals, and 
their fertility rate is closely similar to that for the general popu¬ 
lation. Because of the late age of onset of the disease, less than 
10 per cent of the children of manic-depressive patients are born 
subsequent to the parent’s first admission to a mental hospital 
(11) Since, as has been indicated on p 263, 15 out of every 
100 patients are descended from manic-depressive parents, it is 
evident that widespread sterilization of manic-depressive pa¬ 
tients at time of initial hospitalization would have a negligible 
effect on the prevalence of the disease in the subsequent genera¬ 
tion At most, this procedure would reduce the future incidence 
rate by about 2 per cent. 

As 111 the case of schizophrenia, the prevalence of manic- 
depressive psychoses may be appreciably decreased only if all 
healthy but heterozygous blood relatives of manic-depressive 
patients refrain from having children Even if feasible, this 
would not be a desirable program Many manic-depressive pa¬ 
tients and their relatives are of value to society When free 
from symptoms, they are often capable of gieat enterprise and 
achievement As a group, they are slightly above average with 
respect to socioeconomic and educational status The propor¬ 
tion of manic-depressives who have attended college is twice as 
high as that for all other psychoses combined (1). 
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CHAPTER XIII 


INVOLUTIONAL MELANCHOLIA AND PARANOIA 
INVOLUTIONAL MELANCHOLIA 

Depressive reactions marked by agitation, self-condemnatory 
trends, and hypochondriacal delusions and having their initial 
onset in late middle life are classified under this heading rather 
than with the manic-depressive group. As implied by its name, 
this IS a disorder of the involutional period of life when the 
organism undergoes various physiological changes associated 
with gradual physical and mental declme. The median age of 
patients at their first admission to mental hospitals is fifty-one 
for women and fifty-five for men. More than 90 per cent of 
first admissions of either sex are between forty and sixty-five 
years of age Involutional melancholia is more prevalent among 
women than men It accounts for 2 per cent of male, 7 per cent 
of female, and 4 per cent of total first admissions to mental 
hospitals (15). 

Symptomatology.—The onset of the disease is gradual Ere- 
quently it is precipitated by some distressing expenence such 
as loss of position, death in the faimly, or financial reverses. 
Early symptoms include loss of weight, insomnia, headache, lack 
of interest in usual activities, worry, poor concentration, and low 
spirits As the psychosis develops, the clinical picture becomes 
one of great misery and despair. The outstanding affective fea¬ 
tures are profound dejection, agitation, and apprehension. 

Although the great majority of patients have led exemplary 
and useful lives, they torture themselves with false self-accusa¬ 
tions They claim that they have committed unpardonable 
siiw, ruined themselves and their friends, deceived people who 
tr_i^.ted theni, 'and engaged in unspeakable crimes against man 
and God They blame themselves for the evils of the universe. 
The past is combed for trivial misdeeds and indiscretions, which 
are magnified a thousandfold. Because of their wickedness, God 
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has forsaken them. They have no hope of salvation They 
are doomed to poverty, some calamity will soon befall their 
children, death is imminent, or, what is far worse, they are 
destined to live forever At times they beg for mercy and ask 
to be spared, but more often they beg to be punished, tortured, 
put in prison, or killed outright Often they refuse food, on the 
ground that they are undeserving of it. If not carefully watched, 
a large number would commit suicide. 

Nihilistic delusions are prevalent. They declare that nothing 
is real, everything has changed, and life has lost all meaning. 
They claim that they are no longer capable of experiencing any 
sensations or feelings Some express bizarre hypochondriacal 
delusions their body has shrunk, their brain has rotted away 
dr'isa solid rock, they have no stomach; their blood has turned 
to water or dried up; etc. Paranoid features are noted in some 
cases. Common physical symptoms"are poor appetite, pressure 
sensations in various parts of the body, gastrointestinal disturb¬ 
ance, and general physical weakness 

In marked contrast with the severity of emotional reactions, 
the higher mental faculties are not noticeably affected. Con¬ 
sciousness IS clear and memory is good Patients are correctly 
orientated, have fair insight into their condition, and realize 
that they are ill Questions unrelated to their symptoms are 
easily grasped and intelligently answered (10) 

Interpretation 

Endocrine Factors.—During the involutional period, the 
glands of internal secretion undergo radical change in function. 
In women an evident change of life is ushered m by the meno¬ 
pause, and a similar climacteric associated with decline of sex 
function is assumed to occur a few years later among men Some 
writers maintain that these endocrine readjustments are respon¬ 
sible for involutional melancholia. There is, however, some 
question whether the psychosis is a direct result of the endocrine 
revolution or whether it is an indirect psychological reaction to 
the physical and mental decline associated with this period 

Experimental evidence favors the latter interpretation. If the 
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disorder were the direct result of endocrine upheaval, it should 
respond favorably to endocrine medication. Up to the present 
time, endocrine therapy has proven ineffective as a curative 
agent. A second argument against the endocrine theory is that 
the onset of involutional melancholia in women generally occurs 
5 to 10 years after the menopause, m some cases as much as 20 
years later. 

Psychological View.—Psychological theories interpret this 
psychosis to be an accentuation of preexisting traits which, m 
Juriij are part of the individual’s constitutional make-up Long 
before the onset of the disease, the majority of involutional 
patients are shy, stubborn, frugal, overconscientious, and in¬ 
hibited. They are serious-minded individuals whose lives are 
governed by a strong sense of duty and rigid moral principles 
"■ThST interests are primarily confined to their family and work 
They have few friends and care little for recreation. Many are 
chronic worriers (17). As long as physical vigor and the enthu¬ 
siasm and optimism of early adulthood remain, they manage to 
make a fair adjustment to hfe Although they rarely attain 
great heights, they are moderately successful, and there is al¬ 
ways the possibility that the future will bring greater achieve¬ 
ment. 

With advancing age come disappointments and fears. Life is 
spent.” Lifelong a,mbitions will never be realized. Women face 
the loss of two prized assets, their physical attractiveness and 
their childbearing function Because of declining ability^ men 
become insecure in their positions and fearful of retirement and 
poverty The home, which for many is the center of attention, 
becomes disrupted through the marriage of children and death 
of the spouse The external world no longer holds anything of 
interest, and since things seem real m proportion to the amount 
of interest we invest in them, the involutional patient’s world 
becomes a shadowy, unreal place All attention is now turned 
upon the self, and the patient is concerned only with the insecu¬ 
rity of his life, his bodily afflictions, and the unhealthy state of 
his soul. All three topics of preoccupation suggest death, the 
inevitable goal which is simultaneously sought and feared (11, 
12 ). 
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Illustrative Case 

The following dialogue is an interview with an involutional 
melancholia patient who had been a successful businessman 

How do you do, John? This is a lovely day, isn’t it? 

“Yes, it IS a lovely day for you, not for me. There have been no 
lovely days in my life ” 

Don’t you find life yleasantf 

“How can I, when I haven’t any stomach, heart, kidneys, or brains? 
I am helpless and worthless, I haven’t a single friend ” 

Surely you have some friends? 

“I may have had, but no more I have ruined all of them I am 
everything that is bad I am rotten through and through There is 
no hope for me I am brainless ” 

Your friends and employers speak highly of you, 

“I never really worked I cheated them all my life All I did was 
put in my time. Now they are ruined too They shouldn’t have paid 
me.” 

Why are you so self-condemnatory? 

“Well, doctor, I have paiticipated in the worst kind of filth. Can’t 
you tell by looking at me? Can’t you smell it? Everyone else can 
I have no money. The bank is going to take over my home and my 
sister’s home and then they will starve because of my misdeeds I am 
worthless I have had a terrible disease since I was six years old I 
haven’t a brain m my head I belong in the bottom of the river ’’ 

What IS this disease you have? 

“It has poisoned all my body and now the odor is contaminating 
the world Because of my sms, the whole world will be punished ’’ 

What sins have you committed? 

“Tlie unpardonable sin—^the unpardonable sin Why can’t you 
throw me in the river? I don’t deserve to live ’’ 

What IS this unpardonable sin? 

“It is too awful to talk about There is only one solution ” 

And what is that? 

“The river.” 



INVOLUTIONAL MELANCHOLIA AND PARANOIA 283 
Why must you end your hje? 

“What else can I do? I have got to go into the river because of my 
sms You see, I never went to church Everyone that knew me knows 
all my habits The foulest kind of habits I have been immoral— 
contrary to all nature ” 

Is anyone trying to harm you? 

“No, not that I know of ’’ 

Have you ever seen visions or heaid imaginary voices? 

“No, I haven’t ” 

Do you think there is anything wrong with your mind? 

“I haven’t any mind I am a brainless criminal—^the cause for all 
the calamity in the universe Why don’t you let me roll in the river 
with a terrible splash'?” 

Treatment and Prognosis 

Because of the great danger of suicide, it is desirable that 
these patients be placed in mental-Jios^Jals, where they will 
be under constant supervision. Koutine treatment consists of 
the maintenance of good physical health through rest and ade¬ 
quate diet. Occupational therapy is of value in stimulating the 
interest of the patient and encouraging a favorable attitude 
toward recovery. Psychotherapy during the acute stage is in¬ 
effective Some workers have reported favorable results with 
endocrine medication, especially theelin, but the consensus is 
that endocrine therapy offers more promise than fulfillment 
(13,16). Recently it has been noted that most of these patients 
respond favorably to convulsive shock therapy and prefrontal 
lobotomy 

'"General Outcome —From 30 to 40 per cent of patients receiv¬ 
ing routine hospital treatment recover or improve (3, 16). This 
rate may be increased to over 70 per cent by means of metrazol 
or electroshock convulsive therapy The two procedures are 
aliout equally effective, with electroshock being simpler and less 
disagreeable to the patient (6, 13). In general, younger patients 
of an extroverted make-up who, during the course of their ilhiess, 
are cooperative and show much emotional reaction have the 
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best prognosis. Chronic cases of agitated depression or involu¬ 
tional melancholia that have been unsuccessfully treated by 
other techniques frequently respond favorably to psychosur¬ 
gery As described in Chap. X, this is a radical brain operation 
in which the fiber tracts connecting the prefrontal lobes and the 
thalamus are severed (7). Insulin therapy is ineffective. 

PARANOIA AND PARANOID CONDITIONS 

Paranoia is a constitutional mental disorder that is limited 
m symptomatology to well-systematized and stable delusions of 
persecution and grandeur The delusional system is skillfully 
and logically elaborated, so that if the fundamental hypothesis 
(which is often inaccessible to examination) is granted, the ideas 
expressed appear reasonable and probable Apart from their 
unshakable delusions, paranoiacs are sensible and coherent m 
their thinking and behavior Hallucinations and gross disturb¬ 
ances in memory and conduct are lacking Emotional reactions 
are in accord with ideas expressed The majority are self-sup¬ 
porting and often capable individuals of high intelligence who 
do not require prolonged institutional ppervision As long as 
they refrain from discussing their delusions or attacking their 
alleged persecutors, they are regarded by their associates as 
somewhat odd but essentially normaY persons 

With respect to abnormalities in roehavior and resistance -to 
deterioration, paranoid conditions lie between paranoia and the 
paranoid form of schizophrenia '©elusions of persecution and 
ideas of grandeur are less bizarre and changeable than tnose 
observed m schizophrenia, and less reasonable and logmally 
elaborated than those encountered in paranoia Thinkmg is 
somewhat disconnected, and hallucinations are common\/How- 
ever, patients with paranoid conditions show little, if any, im¬ 
pairment m the intellectual and emotional spheres with the 
passing of years Once developed, the disease process tends to 
remain stationary Like paranoiacs, these patients are usually 
capable of self-management m the community, but on occasion 
their persecutory ideas may render them dangerous 
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Incidence,—Every community lias its fanatical reformers, ec¬ 
centric prophets, litigious nuisances, crank letter writers, and 
“exploited” inventors Such individuals usually suffer from 
paranoia or paranoid conditions, but they are hospitahzed only 
when they create serious public disturbances or endanger the 
welfare of others by threats or homicidal attempts They con¬ 
stitute only 2 per cent of first admissions to mental hospitals. 
With rare exceptions, hospitahzed patients are diagnosed as para¬ 
noid conditions Few psychiatrists ever have an opportunity 
to treat a pure case of paranoia because most paranoiacs possess 
sufi&cient insight, critical judgment, and self-control to avoid 
medicolegal difficulties 

With respect to hospitalized cases, the incidence rate is about 
th^same for men and women Overt manifestation of symp¬ 
toms is most apt to be noted m middle life; the average age of 
patients at time of first hospital admission being close to fifty. 
In general, paranoia and paranoid individuals surpass other types 
of mental patients m intelligence and cultural status Approxi¬ 
mately 5 per cent of all patients admitted to state mental hos¬ 
pitals have attended college, but 10 per cent of paranoia and 
paranoid patients fall m this category (1) 

Development and Interpretation.—Paranoia and paranoid 
conditions do not develop suddenly The psychosis is a con¬ 
tinuation jand elaboration of the early prepsychotic personality. 
Long before the crystallization of the delusional systems, these 
individuals are peculiar, suspicious, irritable, conceited, and mor¬ 
bidly sensitive. They are noticeably lacking in sense of humor 
andTake themselves very seriously. Their outlook is subjective 
and their interpretation of daily events is pessimistic. They dis¬ 
trust everyone, think that the world is against them, and have 
exaggerated ideas of their own importance. Even as children, 
they are jealous, moody, obstinate, resentful, arrogant, and easily 
offended 

I’ ’,-Jr ] ’r f'.r-r rvm welfare, they are unable to sub- 
meiC' < ■ !■ i ’ I', r I ' ,ii . become members of a group. They 
hold themselves aloof from intimate social ties, are unresponsive 
to the emotional reactions^ of associates, and are perplexed by 
the deeds and motives of others. Lacking altruism and amia- 
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bility, they are skeptical of human kindness and friendliness. 
There are never two sides to an argument They are always 
right, and all who disagree are personal enemies These annoy¬ 
ing quahties do not make for harmonious social relationships 
At an early age, they break with members of their family, many 
of whom present similar traits. Having few, if any, friends, 
they lead lonely, embittered lives. This social isolation accentu¬ 
ates their intrinsically suspicious natures, perpetuates their mul¬ 
tiple hates, and nourishes their inflated egos. 

For all their exalted ambitions, paranoiacs accomplish rela¬ 
tively little The marked disparity between high aspirations 
and meager achievement constitutes a serious threat to their 
self-esteem Too proud and self-centered to acknowledge their 
limitations and admit defeat, they are forced to create delusions 
that will satisfy their inner needs The delusional material must 
serve two mam purposes. To begin with, it must free the indi¬ 
vidual of any responsibility for his failure This is done by pro¬ 
jecting the blame upon the environment, especially the patient’s 
persecutors In addition, the delusions must strengthen the 
individual’s belief in his own importance. Vast numbers of 
persecutors with unlimited resources satisfy this requirement in 
some cases In others, the unperative need to be great drives 
the patient to imagine that he is actually an inventor, a prophet, 
a world leader, or the affianced of some wealthy person. 

Since critical judgment is partially retained, the delusions 
must have some superficially factual basis This is provided by 
falsification of early memories Looking back over his life, the 
patient “remembers” little incidents that substantiate his delu¬ 
sions The reality of the delusions is further confirmed by the 
convenient misinterpretation of incidental occurrences m the 
present Hidden meaning is seen in the casual glance of a pohce- 
man, an overheard remark, or the content of a radio program 

Freud and his followers (4) have emphasized the homosexual 
component m paranoia They maintain that the paranoid re¬ 
action IS a defense against latent homosexuality. The under¬ 
lying mechanisms are quite complicated The paranoiac, finding 
himself attracted to a member of his own sex, is first faced with 
the thought, “I love him.” Smce this abnormal love nltachr. 
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ment is consciously madmissible, the thought is changed to, “I 
do not love him, I hate him.” This sentiment is then projected 
on the loved person to form the delusion, “He hates and perse- 
cuiea me.” pThere is some evidence m support of this theory^ 
As a generai-d^ule, paranoid mdividuals are not interested W 
members of the opposite sex. In their delusions, they are oftm 
persecuted by some person of their own sex with whom they 
were formerly on friendly terms In addition, it has been 
noted that on masculinity-feminimty tests, male paranoids at¬ 
tain scoresinduiiI'M' of WiirT’-^y (14) 

A concise ii . k of .li * i .im heories on paranoia has been 
reported by Cameron (5). He himself ascribes the sensitive, 
asocial personality of paranoiacs and their delusions to a defec¬ 
tive development of role-taking, and to their relative inability 
to accept the attitudes of others and see things from more than 
one perspective. 

Although interesting and informative, psychogenic and dy¬ 
namic theories that attempt to explain the development and 
structure of paranoia leave unanswered several important ques¬ 
tions What determines the early personality peculiarities of 
the paranoiac, his suspicious nature, his inchnation to social 
isolation, his tendency to misinterpret accidental experiences, his 
latent homosexuality, and his lack of social perspective’ Why 
must he defend himself against self-reproaches by projecting 
his feelings and inclinations upon others in the form of persecu¬ 
tory delusions’ Why does he seek to compensate for inade¬ 
quacies through false ideas of grandeur’ For the present at 
least, the answer is to be found in the constitutional inheritance 
and early life experiences of the individual 


Clinical Manifestations 

Delusions of Persecution —^While there are several symptoms 
of paranoia, delusions of persecution provide the central theme 
m the great majority of cases The content of the delusions 
varies with the individual but the pattern is fairly consistent. 
For one or another reason, the patient is relentlessly persecuted 
by some relative, former friend, secret society, or political or- 
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ganization His enemies spread malicious lies about him. They 
turn his friends and employers against him They tamper with 
his mail, steal his ideas, or thwart his plans at every turn Try 
as he will, he cannot evade them by changing his residence or 
place of employment. They follow him wherever he goes and 
continue their persecution 

Finding that he cannot run away or hide from his enemies, 
he may try to defend himself against them. He may ask his 
persecutors to leave him alone, or he may protest his innocence 
by writing letters to the newspapers. He may appeal to the 
police and high governmental authorities for protection, pur¬ 
chase weapons to defend himself, and barricade his home against 
intruders Usually his actions remain defensive, but on occa¬ 
sion the patient may work himself up to a point where he feels 
his life IS threatened In desperation, he turns and attacks his 
persecutors or attempts to take his own life. As was neatly 
stated by a famous European psychiatrist, the actions of the 
paranoiac exhibit the following sequence he flees, he defends 
himself, and finally he attacks. 

Dominant and aggressive paranoiacs sometimes convince their 
sisters, brothers, husbands, or wives of the reality of their delu¬ 
sions and induce similar ideas m them This fohe d, deux occurs 
especially when the relative is submissive and suggestible The 
induced psychosis may be superficial It sometimes clears up 
when the submissive personality is removed from the influence 
of the true paranoiac (8) 

Delusions of Jealousy —Married or engaged paranoiacs often 
iccuse their spouses or sweethearts of infidelity. They hire 
detectives to obtain evidence, subject their victims to various 
tests, and try in every way to obtain confessions of guilt The 
most innocent action is interpreted as irrefutable proof of un¬ 
faithfulness. If a husband smiles at a girl, he is having an affair 
with her If a wife asks her paranoid husband what time he is 
coming home, she is obviously planning to see her lover while 
he is away In cases of this type, it is usually found that the 
patient is impotent or sexually peculiar By accusing the mari¬ 
tal partner of infidehty, he indirectly frees himself from feelings 
of inadequacy and guilt. 
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Litigious Types .—Some paranoiacs are perpetually involved 
in lawsuits Having little or no grounds for their legal actions, 
they invariably lose, but they persist m defending their “rights” 
and seeking justice until they have exhausted their finances and 
the patience of the courts Even if a verdict is returned m their 
favor, they remain dissatisfied and find some pretext for reopen¬ 
ing or appealing the case. 

Grandiose Ideas —^After a period of persecution, the mental 
trend of paranoiac and paranoid patients may turn toward 
grandiosity, or exalted ideas may be present at the onset of the 
psychosis The delusions compensate for failures and disap¬ 
pointments with respect to youthful ambitions Four mam types 
are usually noted. The first group, a substantial number, are 
inventors and scientists. Nothing ever comes of their inven¬ 
tions dr discoveries because they are impractical, are too im¬ 
portant to give to the world, or the plans are stolen by enemies 
A second group are of the erotic type Some prominent man or 
wealthy woman is m love with them The love affair is com¬ 
pletely platonic, it never culminates m marriage because of out¬ 
side interference A thud group are of noble birth. Their true 
identity is temporarily concealed for important reasons, but 
eventually their wealth and high position will be restored to / 
them, A fourth group regard themselves as superior humall/ 
beings who are destined to perform some special mission in life 
fii’ this category are the prophets, leaders of radical religious 
sects, and political fanatics Some are very persuasive and suc¬ 
ceed in acquiring a large following 


Illustrative Cases 

The following case, originally reported by Bluemel (2), demon¬ 
strates the persistent single-track mind of the paranoiac and his 
ability to reason logically and deceive others when necessary 
Some possible folie d deux condition is also indicated 

Mr White, a young lawyer, became associated with an older lawyer, 
Mr Jenkins, as a result of their mutual interest in civic affairs. White 
made several social calls at Jenkins's home and fell m love with 
Jenkins’s sister However, his suit was rejected for the reason that 
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Miss Jenkins was already engaged This situation created the suspi¬ 
cion m White’s mind that Jenkins had prejudiced his sister against 
him Accordingly, he continued to pay court to Miss Jenkins but 
his advances were repulsed 

Finally, Miss Jenkins left Denver and went to a Kansas hospital 
White persisted in his attempts to see her Miss Jenkins died and he 
insisted on seeing the body. The hospital authorities acquiesced and 
when White expressed doubt that Miss Jenkins was really dead, a 
nurse turned to the body and lifted an aim in order that he might see 
it fall limp and lifeless on the bed. After these experiences. White 
returned to Denvei, wheie he shoitly expiessed the delusion that 
Jenkins had faked his sister’s illness and death and that the alleged 
corpse was a dummy He averred that he had heard the arm squeak 
when the nurse dropped it He became more and more hostile toward 
Jenkins and finally threatened his life with a gun 

Jenkins prcferied lunacy charges against him and White was tried 
before a jiuy He conducted his own defense and in true paranoid 
style he repudiated his delusions He admitted that he had said and 
done all that was charged against him, but explained that he had been 
overwrought and that in his calmer judgment he no longer entertained 
the delusional beliefs from which he had formerly suffered In this 
manner he secured his acquittal, but before he left the couit he called 
one of the psychiatrists aside and insisted that he had in reality seen 
a dummy corpse at the hospital and that he had indeed heard the arm 
squeak. Again he began persecuting Jenkins, and again much of the 
procedure repeated itself There was a second lunacy tiial, a second 
able defense by the patient himself, and a second acquittal 

White now went to California He failed miserably when he at¬ 
tempted to establish himself m the practice of law, and he came to the 
conclusion that he was unable to succeed because of the presence of 
Jenkins’s emissaries While in California, he married a woman who 
apparently was also a paranoiac Shortly, the couple returned to 
Denver, where they filed a number of lawsuits White sued piactically 
everyone who had exposed him in his previous trials, and he sued the 
newspapers that had published accounts of the trials He made claims 
for damages in excess of a million dollars His wife brought S5 law¬ 
suits on her own account 

Meanwhile White continued to harass Jenkins. He rented a room 
which oveilooked Jenkins’s yard across an alley, and he would sit at 
the window with a rifle in his hands One day he called at Jenkins’s 
house, apparently in a peaceable mood, and demanded an apology 
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Members of the household staff called the police, who found that Mrs 
White was carrying a revolver m her muff As a result of these epi¬ 
sodes, White appeared a third time before a jury to defend his sanity, 
At this hearing, his arguments were unsuccessful, and he was adjudged 
a lunatic 

The following letter was received by a colleague a few days 
after the newspapers earned an account of his research studies 
in audition In the absence of careful clinical examination, the 
diagnosis is tentative, but the hallucinations and delusional 
ideas expressed are typical of a paranoid condition 

Dear Sir 

I have just read your very interesting article in the newspaper, of 
a cure for ear trouble This trouble I have gone thru and I am still 
going thru, started in 1932, as I sat near the Radio. My ear started 
to act funny, that is it closed and opened and kept doing this every- 
time I got near the speaker And after a while I began to hear a 
woman’s voice after the Radio was shut off at night At fiist I 
thought it came fiom down stairs, but I soon found out it was coming 
from the heat register which was a hot air heater and came from the 
cellar. I did not know at that time I was contacted to a high Fre¬ 
quency Band which I believe is about 1-6 of a meter, and these people 
can get the echo of these impulses as now I can hear them at all times, 
at work, up town, in my car or at all times I know you are not going 
to believe this, but it is the truth. They hear everything I say, and 
get my thought impulses, and know everything I am thinking of 
When I put my finger to the front of my left ear and close it up I can 
hear a buzzing that sounds just like an electric Generator running 
And if I get in a powerful light it has a vibrating effect all down my 
left side as I understand the eyes are radio receivers to a very narrow 
frequency These people raise hell with me all day when I am at 
work They contact the Vacuum blower pipes and noises of the 
Machinery with ray ear and try to make me excited, so as to make a 
more complete circuit 

About a year ago they made me have a nervous breakdown I could 
not sleep nights, and I would turn back and forth m bed and my head 
would turn to my left side or heart side I found later that they were 
contacting the bed springs As the springs are tempered steel, they 
are magnetic In this way they contacted my body with the springs 
and I was being charged with these impulses just the same as a battery 
I felt this going through my body mo.stly on the left side as that is the 
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ear which is contacted I did not know at that time what the trouble 
was until I got some Radio News Books, these are not fiction as I do 
not read it Understand this started in 1932 and I was going through 
all of this hell up until last year when I learned what was going on 
This IS still going on but I work every day I do not say anything to 
people about it as they would not believe me, and I could not blame 
them, as it sounds crazy Now I do not drink, smoke, or use coffee or 
tea I weigh 210 pounds and I feel fine I can sleep now as I put 
insulation under the mattress and on the springs I know as God is 
my judge this is the truth as these people can cause my radio to stop 
and put noises in the speaker and my wife and boy can verify to this. 
This summer when I got m the sun and done any work, they could 
raise the temperature of my blood stream and I would get weak and 
sweat and tremble I have been taking nerve tome, and it has helped 
me some 

But I still hear these people, and they say that they have got to get 
rid of me, as I know too much of what they arc doing I know they have 
used me as an experimental man or to develop the machine as I was 
always a very highly nervous person That is how I made such a good 
contact. Also I was hit on my left ear when I was a boy with a base¬ 
ball and maybe my ear drum is weak I also think this machine is a 
he detector as they can keep my mind on one thing for some time, 
and when I was sick I could hear my heait beats I could tell much 
more, but you will not believe it and I cannot expect you to So I 
wish you will answer my letter and I want you to use me as an experi¬ 
ment to determine if my brain is giving out electrical impulses and 
also receiving them I have all the confidence in the world you can 
detect this high frequency wave and you can believe me this is some¬ 
thing which has not been done before, and is very hard to believe 
Please answer as soon as possible as no one that I have written to 
can understand it 

Good by 

The difficulty of living with a person who has a paranoid con¬ 
dition IS apparent from the following case 

When Mr and Mrs A took their vacation, they invited Miss C, a 
close friend of Mrs A’s, to live in their home Upon returning from 
her vacation, Mrs A complained that there was a peculiar odor m 
her home and soon developed the delusion that Miss C had used the 
home for immoral purposes A few weeks later she brought charges 
against Miss C on the ground that Miss C was spreading a pack of 



INVOLUTIONAL MELANCHOLIA AND PARANOIA 293 

lies about her and trying to turn her husband against her, so that she, 
Miss C, could marry him She also claimed that the neighbors spied 
on her and trained their dogs to bark at her 
Following repeated neighborhood disturbances, Firs A was sent to 
a mental hospital During the first inteiview, she was calm, coopera¬ 
tive, and communicative She wanted the physician to make a thor¬ 
ough mental examination and then sign a statement that she was sane 
With continued hospitalization, she became assaultive, profane, and 
iiasciblc Whenever her husband visited her, she would shower him 
with vituperations and accuse him of every form of immorality The 
physicians were all called “quacks” and the niiises weie “stool pi¬ 
geons ” At all times, however, she was well oriented and mentally 
aleit. 

The psychology of the paranoid is well .summarized in the 
following poem, reprinted from A Psychiatrist’s Anthology (9) 

Paranoia 

A web of intiiguc lound mo forms, 

I feel it in the air 
A hundred faces scowl and smirk. 

Their plotting hands are eveiywhere 

They poison me, they toiture me, 

In subtle ways they work— 

The Church, the state, the seciet lodge 
Behind me women talk and lurk 

A mental Quixote I’m called, 

’Tis wrong, they are leal to me 
This cosmic hate but means I’m Christ, 

I’ll die on bare Golgotha’s tiee 

Treatment and Prognosis.—Paranoia and paranoid condi¬ 
tions are ‘ h' . I 1(111 li '■■--I . ' Once 

they are I'.ll .< lo ■ . ■■ ■' , 'm ,'d gran¬ 

deur remain fixed It is futile to try to alter them The most 
that can be accomplished is to make the patients understand that 
their actions and ideas, if uncurbed, will lead to imprisonment 
or prolonged hospitalization Hospitalization in these cases is 
more a punitive than a therapeutic procedure They regard 
themselves as superior to their psychiatrists and refuse to co- 
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operate with the hospital staff, who they imagine are in league 
with their enemies. If hospitalized, they usually make a pre¬ 
text of renouncing their delusions and are soon released. Hos¬ 
pitalization, however, does exert a restraining influence. After 
a period of incarceration, the majority are more reserved and 
less apt to be a source of danger to others. 
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CHAPTER XIV 


ALCOHOLIC MENTAL DISORDERS 

Alcoholic indulgence, even m excessive amounts over a period 
of many years, is rarely the direct or sole cause of mental dis¬ 
ease In the great majority of cases, alcoholism is itself only a 
secondary symptom of some other underlying personality dis¬ 
turbance. For this reason, intemperate drinkers who become 
psychotic are often assigned to other diagnostic categories, esp^T?** 
cially general paresis, psychosis with cerebral arteriosclerosis, 
epilepsy, schi 2 ophrenia, and manic-depressive psychosis How¬ 
ever, current psychiatric practice still recognizes certain well- 
defined symptom pictures as fundamentally alcoholic in nature. 
These are classified as alcoholic psychoses and include pathologi¬ 
cal intoxication, delirium tremens, Korsakoff’s psychosis, acute 
hallucinosis, and alcoholic deterioration. 

Incidence.—In lecent years, approximately 4 per cent of first 
admissions to mental hospitals have been diagnosed as alcoholic 
psychosis, and an additional 5 per cent have been classified as 
alcoholic without psychosis (12). Approximately one out of 
every 200 individuals in the general population may be expected 
to develop an alcoholic psychosis at some time during his life 
Alcoholic psychoses are primarily disorders of middle life. Slightly 
more than 70 per cent of alcoholic patients are between thirty and 
fifty-five years of age at time of first admission to a mental hospital. 
Their average age is about forty-five. As indicated by hospital 
admissions, the incidence rate for the urban population is more 
than three times as great as that for the rural population, and 
the incidence rate for Negroes is about three tunes as high as 
that for the white population An unusually high proportion 
of alcoholic patients are divorced or widowed Among male 
alcoholics, the proportion of bachelors is almost twice as great 
as that present in a comparable sample of the general popula- 
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tion, but among female alcoholics the percentage of single women 
is about the same as that for the general population (7) 

WHY PEOPLE DRINK 

Normal Drinking —distinction must be made between the 
alcoholic and the person who occasionally takes a drink The 
American who has a cocktail before dinner, like the European 
who has a glass of beer or wme with his meal, is not an alcoholic 
but a normal drinker. The normal drinker does not have an 
irresistible craving for alcohol, and he is moderate in his con¬ 
sumption I-Iis motives for drinking are simple He drinks be¬ 
cause alcohol tends to induce a pleasant feeling tone, charac¬ 
terized by physical relaxation and mild mental and emotional 
stimulation, that makes for greater conviviality and good fel¬ 
lowship The alcoholic, on the other hand, has periodic strong 
cravings for alcohol and is usually intemperate m his consump¬ 
tion His reasons for drinking are deep-seated and complex 

Heredity.—^From 36 to 40 per cent of inebriates have rela¬ 
tives who have exhibited alcoholic or other abnormal tendencies 
(5). This finding has led several European investigators to 
emphasize the constitutional basis of alcoholism, in the sense 
that intrinsic psychobiological defects may provide a favorable 
foundation for alcohol addiction Although it is quite likely 
that alcoholism is frequently symptomatic of some hereditary 
liability, the interrelationship must be carefully interpreted 
The urge to drink is never inherited, and no person is destined to 
become an alcoholic because of his heredity. At most, her^i- 
tary defects increase the probabihty that a person will turn to 
alcohol as a solution to his problems. 

Psychological Theories—Psychological theories emphasize 
the purposes served by alcohol It is a solvent for responsibili¬ 
ties and heartaches Sorrows and cares are drowned and re¬ 
placed by gaiety and good cheer. It is a vehicle of escape from 
domestic conflicts, business worries, and fe'elings of inferiority 
It is the eraser of painful memories and the remover of social 
inhibitions It gives courage to the coward, confidence to the 
timid, pleasure to the unhappy, and success to the failure. In 
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brief, alcohol permits a flight from the disappointments and 
frustrations of reality There is nothing wrong with these popu¬ 
lar explanations—^but they tell only part of the story Of the 
many individuals who have problems and worries, only a small 
percentage seek escape m the bottle 

Psychoanalytical Theories.—^Many psychoanalysts explain 
alcoholic addiction in men m terms of repressed homosexuality. 
One argument advanced in favor of this hypothesis is that exces¬ 
sive drinking by men occurs principally in the company of other 
men, under conditions that favor intimate contacts Alcohol, as 
an inhibition remover, permits the repressed homosexual urges 
to come freely to the surface A further link m the chain of 
psychoanalytic arguments is that the voices that torment the 
hallucinating alcoholic patient sometimes accuse him of homo- 
erotic practices This clinical observation is in keeping with the 
repressed homosexuality hypothesis, because hallucinations are 
indirect manifestations of personal thoughts, wishes, and tempta¬ 
tions. 

A second well-known psychoanalytical theory, best expounded 
by K A Menninger, is that alcohol addiction is a form of par¬ 
tial suicida. He writes (9, p 160) “Alcohol addiction, then, can 
be considered a form of self-destruction used to avert a greater 
self-destruction, deriving from elements of aggression, excited 
by thwarting, ungratified eroticism, and feelings of a need for 
punishment related to aggressiveness Its further quality is 
that m a practical sense the self-destruction is accomplished in 
spite of, and at the same time by means of, the very device used 
by the sufferer to relieve his pain and avert this feared destruc¬ 
tion ” 

These theories are important contributions to the understand¬ 
ing of alcoholism and have won some acceptance outside of ana¬ 
lytic circles Like other psychoanalytic theories, their weakness 
lies in oversimplification and disregard for individual differences 
Repressed homosexuality and the self-destruction motive may 
each play a dominant role m certain cases of alcoholic addic¬ 
tion, but neither of these is all-important m any one case or 
present in every patient Many men are solitary drinkers, and 
a large number of the hallucinations of alcoholic patients are 
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devoid of homosexual content. The theory of repressed homo¬ 
sexuality finds little support with respect to female alcoholics, 
who as a rule prefer male to female drinking companions Even 
if we assume that alcoholic addiction is a form of partial sui¬ 
cide, there remains the question why certain individuals select 
this means in preference to other more direct methods 

Cortical Inhibition Theory.—^Any interpretation of alcohol 
addiction must account for the popularity of alcohol among all 
races from the earliest time. With great ingenuity, primitive 
and civilized man, from the beginnmg of recorded history, con¬ 
cocted alcoholic beverages and obtained pleasure in their con¬ 
sumption. The rich and the poor, the successful and the un¬ 
successful, the bright and the stupid have all been attracted to 
alcohol Despite the many campaigns waged against it and its 
known harmful effects, alcohol still retains an important role 
in the lives of many people Since the majority of drinkers dis¬ 
like the taste of alcohol and go to considerable trouble to dis¬ 
guise it, its appeal obviously lies in its effects rather than in its 
taste What then are its effects? 

On the basis of present knowledge, the most comprehensive 
answer that can be given to this question is that alcohol exerts 
a paralyzing influence on the cerebral cortex Since the cortex 
is both the seat of memory and other higher mental functions 
and the inhibitor of emotional impulses, its paralysis frees the 
drinker from disturbing memories and thougTits, abolishes rea¬ 
son, removes caution, and gives free rein to man's more primi¬ 
tive affective self Unrestrained by critical judgment and social 
inhibitions, and oblivious of responsibilities, defeats', and hard¬ 
ships, the alcoholic becomes a free emotional being With the 
aid of alcohol, man throws off the yoke of intelligence, discards 
his social mask, and freely expresses his true feelings, emotions, 
and inner personality. Alcohol is a means of escaping one’s 
mental and social self Through alcohol, both the sane and the 
psychotic drinker strive to remove perplexing thoughts and 
painful memories, lift the lid off emotions, and escape the world 
of reality 

This theory is more fundamental and inclusive than the psy¬ 
chological and psychoanalytic theories. It fails, however, to 



ALCOHOLIC MENTAL DISORDERS 299 

explain why some drinkers become addicts and others do not 
Some basic constitutional difference in susceptibility or toler¬ 
ance threshold may be the answer; but more research is needed 
on this point. 

Personality Factors.—There is no specific “alcoholic person¬ 
ality.” Alcoholics do not constitute a homogeneous group. In 
an unselected group of inebriates, there will be found as many 
different personality types as there are in the general popula¬ 
tion Within the alcoholic group, there is some evidence that 
individuals whose addiction is incidental to social drinking over 
a period of years, show more extroverted, or cyclothymic, tend¬ 
encies than do individuals whose addiction is symptomatic of a 
basic personality imbalance. 

In their family relationships, male alcoholics usually express 
a greater preference for their mothers than their fathers. The 
latter are frequently described as stern and autocratic. How¬ 
ever, child-parent attitudes of this nature are so prevalent in 
normal and other deviant groups that little etiological signifi¬ 
cance may be attached to these findings (5). 

Social Factors.—The extent of alcohol addiction is in part 
determined by the availability of intoxicating beverages In 
grape-growing countries and in countries where alcohol is freely 
and cheaply sold, the incidence of alcoholism is higher than in 
other countries The interrelationship between the availability 
of alcohol and the extent of alcoholism was illustrated by the 
American prohibition experiment In the early years of prohibi¬ 
tion, when alcohol was scarce, the incidence of alcoholism, as 
measured by deaths due to alcohol and number of alcoholic pa¬ 
tients admitted to mental hospitals, was markedly lower than 
during the preprohibition period In the later years of prohibi¬ 
tion, when bootleg alcohol was plentiful, the incidence of alco¬ 
holism returned to the preprohibition level (11), and it has 
remained at about this level since the repeal of prohibition. 

Sex differences in alcoholism also stress the importance of 
social factors Women are as susceptible to alcoholic addiction 
as men, but more women than men are discouraged from drink¬ 
ing by trai ning and social pressure. Therefore, among first ad¬ 
missions to mental hospitals, male alcoholic patients exceed fe- 
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male admissions in the ratio of approximately 5 to 1. This sex 
differential varies in different sections of the country (12) 

The significance of social factors is further borne out by a com¬ 
parison of the prevalence of alcoholic mental disorders among 
various foreign-born groups m New York State As a group, 
the foreign-born have about the same incidence rate as the 
native-born; but the incidence of alcoholic psychoses among the 
Irish foreign-born is about five times as great as that for the 
native-born population (8). 

GENERAL EFFECTS OF ALCOHOL 

Simple Intoxication.—Alcohol is a toxic drug When too 
much is consumed in a short time, the resulting poisoning of the 
brain gives rise to a variety of temporary symptoms. The sever¬ 
ity of the mental disturbances is roughly proportional to the 
alcoholic concentration m the body. This may be determined 
by a chemical analysis of the blood and urine Depending on 
the degree of intoxication, the amount of alcohol in the blood 
usually vanes from 0 01 to 0 50 per cent The concentration of 
alcohol in the urine for comparable stages tends to run slightly 
higher. 

Although alcohol affects people in different ways, certain gen- 
erah^afions are possible (10). These are sketched in Fig. 11. 
Mtld states of intoxication are usually accompanied by subjec¬ 
tive feelings of well-bemg,^ordeniig on euphoria Emotional 
responses are exa,ggepeCm The subject is good-natured and 
overtalkative 'pre^hysical state is one of waimth and relaxa¬ 
tion. As the concentration of alcohol in the body increases, 
there is a mental clouding Thought processes become super¬ 
ficial and judgment is unpaired The subject is unnecessarily 
loud, and the ideas expressed are uncensored, disconnected, and 
often inappropriate The subject has a feeling of increased 
power and ability, but objective tests show that his mental and 
physical eflaciency is noticeably reduced. 

From a state of pleasantness, the prevailing mood gradually 
changes to one of irritability, arrogance, and boastfulness. Nor¬ 
mal inhibitions are cut off and the drinker becomes a social nui- 
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sance When the amount of alcohol in the blood approaches 
0 1 per centj tjm subject begins to lose control of his activities. 
He experiejufes feelings of remoteness and sensory stimuli seem 
odd Bdreeptioiis are hazy. He staggers when he walks, and 
talks to himself. Speech is slurred and simple movements are 

THE CHEMICAL DETERMINATION OF ACUTE 
ALCOHOLIC INTOXICATION 


Alcohol m 1 cc Urine 



Pig 11—The effect of varying degrees of intoxication on behavior {From 
Bogen, E, The human toxioolo^ of alcohol In H Emerson, ed, Alcohol am 
man New York Macmillan,jMs, p 136) 


clumsily executed. The subject has difficulty in unlocking and 
starting his car, sings loudly, and swears at other drivers, who 
appear to be driving on his side of the road. 

When the amount of alcohol in the blood reaches 0.2 per cent, 
the subject is no longer capable of self-management He needs 
help in walking, weeps and fights, is drowsy and nauseated. A 
stuporous sleep gradually overtakes him This is largely a pro¬ 
tective device, since it prevents the drinker from consuming a 
fatal dose of alcohol Upon awakening, the subject usually has a 
disagreeable taste in his mouth and a throbbing headache. 
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Alcohol Addiction.—Strictly speaking, alcohol is not a habit- 
forming drug in the same sense as morphine and other allied 
drugs. Morphine addicts gradually build up a tolerance for the 
drug so that an ever-increasing amount is required to produce the 
effects previously produced by smaller amounts. The alcohohc 
develops some tolerance, but it soon becomes fixed at a certain 
level A second distinction is that continued use of morphine 
conditions the body tissues so as to create a physiological craving 
for the drug When morphme is discontinued, there are definite 
withdrawal symptoms of a physical nature, including restless¬ 
ness, goose flesh, chills, cramps, muscular twitchings, and vomit¬ 
ing This tissue conditioning does not occur with alcohol The 
confirmed inebriate when deprived of alcohol will, of course, 
have a desire for it, but this craving is by no means as insistent or 
intense as that experienced by the morphine addict Moreover, 
it IS usually more psychological than physiological. 


TYPES OF ALCOHOLIC PSYCHOSES 

Pathological Intoxication—^Approximately 10 per cent of 
alcohohc patients admitted to mental hospitals are of this type. 
Varying in duration from a few minutes to a few hours, patho¬ 
logical intoxication is marked by bhnd rage and profound men- 
_tal confusion. Cnmuial behavior and suicidal attempts during 
the attack are not uncommon. Motor coordination is fairly well 
retained and speech is unaffected Upon recovery, the patient 
is usually unable to recall events that occurred during the 
attack. 

Pathological mtoxication may occur after ingestion of only a 
small quantity of alcohol Instances have been noted where as 
little as two glasses of beer precipitated the condition. In most 
cases, however, a larger quantity of alcohol is necessary. In 
view of the discrepancy between the severity of the reaction and 
the amount of alcohol consumed, it is generally held that patho¬ 
logical mtoxication occurs primarily in individuals having psy¬ 
chopathic backgrounds—especially epilepsy, schizophrenia, of 
hysteria—and in persons with brain injuries. There is also some 



ALCOHOLIC MENTAL DISORDERS 303 

“vidence that this reaction is likely to occur when the drinker 
has a deficiency of blood sugar (4). 

Delirium Tremens.—This reaction, which accounts for ap¬ 
proximately 5 to 10 per cent of all alcoholic mental disorders, is 
brought about by heavy drinking over a period of many years. 
Somewhat paradoxically, the onset of an attack is at times pre¬ 
ceded by a period of abstinence. Formerly, it was thought that 
the sudden withdrawal of alcohol was responsible for the dis¬ 
ease Tt is now generally accepted that cessation of drinking is 
but an early symptom of an attack For a day or more before 
the onset of acute symptoms, the patient is too sick to drink. 

Persons developing delirium tremens have predominantly nor¬ 
mal personalities, and the incidence of psychiatric abnormalities 
among their close relatives is as low as in the general population 
The appearance of mental symptoms in these individuals can¬ 
not be attributed to psychopathic heredity Recent views on 
the subject indicate that this reaction is most likely to occur in 
inebriates of long standing who also suffer from various metabolic 
disturbances, vitamm-B deficiency, or acute infections Some 
brain pathology has been noted at autopsy, but the neurological 
findings do hot differentiate dehrium tremens from other forms 
of alcoholic psychoses. 

The symptoms experienced by delirium tremens patients are 
fairly consistent Early signs of an impending attack include 
anxiety, fear, insomnia, headache, hypersensitivity of the sense 
organs, nightmares, vertigo,’ and convulsions. The actual onset 
of the disease is sudden anR generally occurs at night Patients 
become s^aky, apprehensive, and confused Consciousness of 
personal identity is well retained, but spatial and temporal dis¬ 
orientation is common. Members of the hospital staff are recog¬ 
nized "ffs'"old friends, and the hospital is mistaken for a tavern 
or a private home. Suggestibihty is marked Delirium tremens 
cases readily see nonexistent objects pointed out by the examiner 
and can be made to read empty sheets of paper. y 

The outstanding symptoms are visual hallucinations Fast- 
moving rats, snakes, dogs, cats, spiders, pihlT elephants, and other 
fantastic animals and insects attack the patient on all sides m 
great number Auditory hallucinations in the form of threaten 
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ing voices are common The reactions of patients to these 
hallucinatory experiences vary Some become excited, cry for 
help, and vigorously fight off or try to escape from the animals 
and their attackers This intense fear reaction is commonly 
known as “the horrors ” Others have fair insight into the hallu¬ 
cinatory characteristic of their visions and are amused by the 
sights. 

Prevalent physical symptoms are pronounced tremors of the 
hands, marke’H” motor incoordination, restlessness, insomnia, 
fever, nausea, profuse perspiration, increased blood pressure, and 
rapid pulse. Severe physical exhaustion is sometimes noted. 

Treatment consists of rest in bed and the maintenance of 
proper nutrition To quiet excited patients, recourse is often 
had to warm baths and sedative medication. A hi ^h c aloric diet, 
consisting mainly of fluids, is recommended This should be 
supplemented by B-complex vitamins and high intake of table 
salt Prognosis is essentially favorable Death, due primarily 
to complicating heart conditions and pneumonia, occurs in about 
10 per cent of cases, the remainder show good recovery The 
usual duration of the delirium is three to six days, but it may 
last somewhat longer Following a deep and prolonged sleep, 
the patient awakens completely well 

Korsakoff’s Psychosis.—^Approximately 10 per cent of male 
alcoholic patients admitted to mental hospitals each year are 
classified as having Korsakoff’s psychosis The percentage is 
somewhat higher among female alcoholic patients Nervous and 
mental diseases are not unduly prevalent in the families of pa¬ 
tient’s with Korsakoff’s psychosis, and the victims themselves 
in their prepsychotic period do not exhibit marked mental ab¬ 
normalities The disease is apparently the result of alcoholic 
abuse over an average period of about 25 years (13) Nutritional, 
and digestive disturbances, which in turn are produced by pro¬ 
longed alcoholism, also appear to have causal significance There 
IS considerable evidence that vitamin Bi deficiency is an impor¬ 
tant contributory factor (6) 

Early symptoms may resemble those occurring in delirium 
tremens or the onset may be insidious The essential feature 
which differentiates this disease from other alcoholic mental dis- 
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orders is the inability of the patient to form new associations. 
Experiences and events occurring after onset of the disease leave 
nfi TfiembfyTinpressions They vanish as they occur 

K patient mayliave the same doctor for several years, but each 
visit IS for him the first meeting By the time a patient finishes 
reading a newspaper, he has forgotten what he has read and may 
reread it a dozen times without realizing that he has read it 
before A few minutes after eating a large meal, he may be 
unable to remember whether he has eaten and he may complain 
of a loss of appetite Contrasted with this striking loss of niena- 
orj for rec ent events, memory for events preceding the onset 
of the disease is fairly intact In ordinary conversation, the 
patient gives the impression of being in command of his mental 
faculties His general behavior is calm and rational Questions 
not pertaining to events that have occurred since the onset of 
the illness are answered promptly and intelligently The mood 
IS often one of mild euphoria 

Some patients are aware of their memory impairment and 
complain about it, but others have no insight into their defect. 
The latter, when asked a question about some recent event, 
promptly fill m their amnesic gap with some fabricated material 
This IS not done with a conscious intent to deceive or conceal. 
The fabrication or pseudo reminiscence is spontaneous. There 
are no monieats.of confusion or indecision. Having no memory 
for what has actually happened, the patient believes that what 
he makes up is true, but since he cannot remember what he has 
said from one moment to another, his story is often inconsistent 

When asked what he had done the night before, an alcoholic 
who had been m a mental hospital for ten years replied with 
perfect sincerity, “Well, I went downtown last night and had 
dinner Then I went to a movie and after that I went out with 
some of the boys to Joe’s. We had a couple of drinks and then 
I came home ” The exammer then asked if the patient had 
gone to work that morning The patient answered that he 
had gone down to the docks and loaded some cattle on boats 
He proceeded to give a coherent description of how this was 
done At this point the examiner interrupted the patient and 
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asked him how he had enjoyed the dance he went to last night. 
The patient said, “Fine It was a nice affair.” 

The great majority of patients with Korsakoff's psychosis show 
degenerative changes m the peripheral nerves which result in 
Weakness of the legs and arms, pam in the limbs, tenderness over 
/the nerve trunks, wrist-drop, foot-drop, and loss of deep reflexes 
This neurological impairment is thought to be due to vitamin B 
deficiency When treated with vitamin Bi, patients with Korsa¬ 
koff’s psychosis show favorable physicar improvement, but the 
mental symptoms are usually unaffected The mortality rate is 
high and complete cures are rare Treatment procedures stress 
immediate discontinuance of the use of alcohol, rest in bed, and 
a nourishing diet, rich in vitamins. 

Acute Alcoholic Hallucinosis.—^This subtype accounts for 20 
to 26 per cent of alcoholic patients admitted to mental hospitals. 
Acute hallucinosis occurs primarily in individuals exhibiting 
marked schizoid traits In many cases, alcohol very likely oper¬ 
ates as an indirect cause releasing latent schizophrenic tend¬ 
encies However, the importance of alcohol is not to be slighted 
Psychotic reactions do not appear after a single bout of drinking 
At the tune of first admission to a mental hospital, the majority 
of patients with this disease have a history of alcohol addiction 
extending back for at least 15 years. 

As in the case of delirium tremens, symptoms in acute alcoholic 
hallucinosis include ^anxiety, hallucinations, sensory hypersensi¬ 
tivity, and insomnia An important contrast is that the halluci¬ 
nations are'prcdominatelv auditory and those m delirium tre¬ 
mens are visual The hallucinations of the acute hallucinosis 
state are noteworthy in that the patient usually hears other 
people conversing about him in the third person The voices 
threaten the patient, call him names, and accuse him of immoral 
practices. Acute hallucinosis patients take their hallucinations 
seriously Terrified and panic-stricken by the threats of their 
imaginary persecutors, they may appeal to the police for pro¬ 
tection, arm themselves in self-defense, or seek escape through 
suicide 

Whereas delirium tremens patients are cpnfused, disoriented, 
and inaccessible, acute hallucinosis eases are usually well oriented 
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and are clearly conscious Illusions, suggestibility, and restless¬ 
ness a re l ess ^pronounced in acute hallucinosis, and the attack 
lasts considerably longer. After recovery, there fair recall for 
events that occurred during the acute stage. A further distinc¬ 
tion IS that delirium tremens patients are mainly extroverts, 
and patients with acute hallucinosis are essentially introverts 
Smce these patients are frequently a source of danger to them¬ 
selves or others, hospitalization or strict supervision is impera¬ 
tive. Apart from total abstinence and necessary medical care, 
little is known about treatment Spontaneous recovery usually 
occurs within a few days or a few weeks, but if the patient re¬ 
sumes drinking, as commonly happens, a recurrence of symptoms 
IS likely. In some instances, recovery does not occur and the 
condition assumes a more pronounced schizophrenic character 
Alcoholic Deterioration.—^Excessive use of alcohol over a pe¬ 
riod of many yeais frequently produces a general disintegration 
of the personality Approximately one-fourth of alcoholic pa¬ 
tients are admitted to mental hospitals for this reason Symp¬ 
toms are not uniform m all cases but may include irritability, 
impulsive brutality, memory impairment, exaggerated suspi¬ 
ciousness, loss of ambition and will power, neglect and abuse of 
family, indifference to personal appearance, and disregard for 
social re'sponsibilities. Some common physical characteristics 
are reddening of the face and nose, bloated appearance, flabby 
muscles, tremors, impaired physical stamina, cirrhosis of the 
liver, and decreased resistance to disease (4) 

Other Alcoholic Psychoses.—^Various psychopathic reactions 
with alcoholic coloring are sometimes classified with alcoholic 
mental disorders The clinical picture is usually one of paranoia, 
depression, or mental confusion. 


TREATMENT AND PROGNOSIS 

There is no simple or universally accepted cure for alcoholism 
Where drinking is an incidental symptom associated with feeble¬ 
mindedness or some fundamental psychopathic disturbance of 
the personality, treatment is primarily concerned with the basic 
underlying condition rather than with alcohohsm. The pro- 
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cedures described below are essentially limited to those cases 
where addiction is identified with social drinking over a period 
of years. More detailed descriptions may be found in the excel¬ 
lent review of Bowman and Jelhnek (5). No method is guar¬ 
anteed, since prognosis in alcoholism is discouraging 

As m other forms of personality disorders, outcome is to a con¬ 
siderable degree determined by the wilhngness of tlie patient to 
be cured and by the skill of the therapist. In general, favorable 
results, in terms of several years of abstinence, may be expected 
m only one-fourth to one-half of treated cases. Best results aie 
obtained with intelligent, emotionally mature individuals who 
have favorable and sympathetic home backgrounds. Age is an 
infiuencmg factor Individuals who were heavy drinkers at the 
age of twenty, and inebriates over fifty, are poor risks (5, 15). 

Place of Treatment.—No general statement can be made as 
to whether it is most desirable to treat the alcoholic at home, m 
a closed or open institution, or on a health farm. Each presents 
advantages and disadvantages Final decision must-r-est-with 
the personality and circumstances of the patient and the judg¬ 
ment of the therapist 

Withdrawal.—There exists some disagreement of opinion 
among authorities as to the best procedure for achieving total 
abstinence, which is obviously the first step in any form of treat¬ 
ment." A few therapists prefer a gradual tapering off, but the 
majority favor immediate and complete withdrawal of alcohol 
on the grounds that it proves to the patient that there is no 
medical necessity for the use of alcohol Both groups, however, 
are agreed on the fundamental point that the final goal of 
therapy must be absolute and total abstinence. Experience has 
repeatedly demonstrated that the true alcoholic cannot become 
a temperate or normal drinker. He must give up alcohol com¬ 
pletely if he IS to be cured The first drink is his undoing. There 
is only one sensible answer to the question whether alcohol 
should be kept out of sight of the patient If the patient leads 
a normal social life, as he should, he will inevitably be exposed 
to the sight of alcohol m hquor stores, restaurants, and at cock¬ 
tail parties He must learn to avoid alcohol even when it is 
available 



ALCOHOLIC MENTAL DISORDERS 309 

Punishment.—The most widely used and most ineffective 
method isjpunishment. In nearly all communities, troublesome 
inebriates are fined or sent to jails and workhouses Soon after 
their release, they resume drinking Parents and wives fre¬ 
quently threaten their alcoholic sons and husbands with disin¬ 
heritance, divorce, and other dire consequences if they ever touch 
a drop again. Similarly, employers usually threaten intoxicated 
employees with immediate discharge, and the community ostra¬ 
cizes its drinking members. Punitive measures of this type oc¬ 
casionally have a temporary restraining influence but rarely 
result m permanent cures. 

Drugs.—The use of drugs to destroy a craving for alcohol is 
an ancient practice, still popular in modified form. Several tech¬ 
niques have been suggested. The least desirable are patent 
medicines and pills that are guaranteed to cure the alcoholic 
habit These nostrums are either innocuous drugs, dependent 
upon suggestion for their effect, or they are beverages of high 
alcoholic content that permit the repentant inebriate to take his 
alcohol in pseudomedicinal form 

A second approach, which has reputable support, is based on 
the principle of conditioning the patient against alcohol by 
associating drinking with painful or disagreeable experiences 
This IS done by putting nauseating diugs in drinks or, under 
carefully controlled experimental conditions, injecting the patient 
with some drug that will induce vomiting whenever he takes a 
drink of alcohol. Favorable results with the latter technique 
have been reported by Voegtlm (14) In a large group of pa¬ 
tients followed for four years, abstinence was noted in 45 per 
cent of cases One limitation of the method is that many 
patients realize that the drug, not the alcohol, is responsible for 
the nausea 

A somewhat different approach is the use of stimulating drugs, 
such as benzedrine, to produce the general state of well-being 
which would make the use of alcohol unnecessary Encouraging 
results have been obtained m some cases, and it is probable that 
this use of drugs may form a valuable supplement to other forms 
of therapy (3). 
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Psychotherapy.—Bowman and Jellinek (5) classify psycho¬ 
therapeutic measures in three groups. The first includes various 
surface forms of treatment, for example suggestion, moral en¬ 
couragement, persuasion, and hypnosis Not infrequen’tly the"se 
techniques produce dramatic cures A patient given a post¬ 
hypnotic suggestion to the effect that he will dislike and avoid 
aU. alcoholic beverages will often refrain from drinking Un¬ 
fortunately, such cures are usually temporary. The basic per¬ 
sonality disturbances that are directly or indirectly responsible 
for alcohol addiction remain untouched. 

Emotional treatments that are largely substitutive in nature 
constitute the second group Religious conversion and intense 
emotional experiences that profoundly alter the patient’s per¬ 
sonality and reorient his outlook on life belong in this category. 
For short periods at least, emotional outlets of this nature ap¬ 
parently serve as satisfactory substitutes for alcohol in many 
cases. 

In recent years, a new movement called Alcoholics Anonymous 
has attained considerable popularity and success (1). This 
movement has a strong spiritual foundation, but its approach is 
radically different from that of temperance societies. There is 
no preaching or “holier than thou” attitude. Its members are 
former alcoholics who understand the problems of the inebriate. 
Because of their own alcoholic past, they cai^ approach the 
drinker on an equal footing and win his confidence To brothers 
in distress Alcohohes Anonymous offers fellowship, sympathetic 
aid, and a message of hope based on belief in a superior Power 
with whose aid alcoholism and other shortcomings may be con¬ 
quered Retribution and honesty toward oneself are other im¬ 
portant tenets of the movement It is still too early to decide 
whether this novel treatment of alcoholics by alcoholics is a pass¬ 
ing fad or wifi be an important milestone m the therapy of 
alcohol addiction 

The third group of psychotherapeutic measures places primary 
emphasis upon uncovering the basic causes for drinking It is 
assumed that alcohol m various ways serves as an artificial means 
of adjustment to pressing emotional and personal problems The 
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aims of therapy are to expose the true nature of these conflicts; 
to eradicate the sources, if possible; and to strengthen the per¬ 
sonality so that the patient will be capable of coping with his 
difficulties more effectively and rationally 

To achieve these ends, the patient must be guided to an ob¬ 
jective understanding of his problems and encouraged to under¬ 
take necessary corrective steps so that there will no longer be 
any need for alcoholic indulgence. This is usually a long and 
arduous task. It involves the complete” cooperation of the pa-’ 
tient and of his family as well. For favorable results, the patient 
must have complete confidence m the therapist and must be 
willing to shoulder his own responsibilities The exact procedure 
whereby the alcoholic is led to an understanding of his difficulties 
and guided to a better adjustment is an individual matter Some 
therapists prefer a conversational interview, others use psycho¬ 
analysis or a combination of several techniques, in an endeavor 
to reeducate the patient to a life of complete abstinence, emo¬ 
tional maturity, and social usefulness 

Autobiography of an Alcoholic 

I took my first drink during my freshman year at college, the night 
I was initiated into my college’fraternity One of the boys sold me 
on the idea that it was the thing to do in order to become a good sport 
That first drink was not memorable After all, one does not become 
a drunkard overnight I was a social drinker all during my college 
days I have had many good times and suffered to some extent the 
morning after At the time, it never occurred to me to drink in the 
morning I could not bear the sight of the stuff I do not think it 
affected my scholarship much In any event, I graduated, not bril¬ 
liantly, but I did get my degree 

After college, I began to drink more frequently and also to consume 
a greater quantity at one time It was about two years after my 
school days that I took my first drink in the morning I can now see 
that this morning was the begiimmg of the end By now I was married 
and the father of a young son, but this added responsibility did not 
seem to make any difference Drinking was no longer a minor sport 
but a major one I now drank every morning if I had had anything 
the night before—and this was the case more often than not. 



312 


ABNORMAL PSYCHOLOGY 


Mysteriously enough, I managed to hold my first position for 11 
years, but finally my employer rightfully reached the end of his en¬ 
durance, and at almost the same time so did my wife Why go into 
all the details? Happy moments, yes, but terrible hours, too Un¬ 
bearable embarrassments, loss of friends, even casual jail By this 
time I was, of course, attempting by might and mam to pull myself 
away from the clutches of my vice I spent hundreds of dollars on 
psychiatrists, and upon losing my employment, I went away to a 
private mental institution for a month This was an impressive ex¬ 
perience, but it did me no good My whole attitude was that this 
was an opportunity to build up physically, and at the end of the time 
I would be able to start all over again—and this time drink like a 
gentleman I would never undei any circumstances get drunk again 

From there I went to New York City and immediately obtained a 
new position By now, my drinking habits had somewhat changed 
From complete abstinence, I would start taking a few drinks each day, 
gradually increasing the number This would go on for four or five 
weeks, during which time I would carry on with indifferent success 
in my occupation Then the morning would come when I would be 
too ill to go to work For three or four days I would put myself 
under the complete domination of alcohol, using it as an anesthetic, 
sometimes going to a hotel, and scarcely leaving iny room except to 
get another supply of the stuff Eventually the time would airive 
when I would be so weak and jitteiy that I knew I would either have 
to quit or die—and I would quit Although I knew that I should eat 
at least meagerly during one of these sieges, the thought of food was 
so abhorrent to me that I ate practically nothing As I was living 
alone in a strange city, the final wmd-up generally necessitated going 
to a hospital for a few days Then I would go back sober and re¬ 
pentant—and detei mined I would be all right for a month or more 
and then go thiough the same process again 

Finally, after losing my job again, I decided that fiist and foremost 
I must go somewhere where I would be unable to obtain alcohol for 
a long period of time, So I came to what is the finest private mental 
institution in the country Here I can build up my health and obtain 
a new perspective 

My conclusions? First, we problem drinkeis must realize that we 
can never become temperate drinkers The “reformed drunkard” who 
becomes a moderate drinker never wms a drunkard in the true sense 
of the word—^the real reformed alcoholic becomes a teetotaler Sec¬ 
ondly, and most important of all, we must decide that we do not want 
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to become temperate drinkers So long as the alcoholic pcisists m 
his admiration of the moderate drinker, so long as his desire is to 
emulate him, he will sooner or later experiment, and disastei will result 
Several months have elapsed since I made my decision to seek 
asylum, and I am about ready to try my wings I am going to turn 
my weakness into an asset I don’t dare to be a temperate drinker 
But best of all, I don’t want to be If this is whistling in the dark, I 
choose to whistle [Adapted from an anonymous article (2).] 
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CHAPTER XV 


TOXIC AND ORGANIC PSYCHOSES 
GENERAL PARESIS 

General paresis, formerly known as dementia paralytica, is an 
organic psychosis resulting from syphilitic infection of the brain. 
The infection usually occurs in early adult life, but the onsets 
general paresis is generally delayed until middle life. The aver¬ 
age age of patients at time of hospitalization is about forfy-fiv^ 
In recent years, about 6 per cent of first admissions to mental 
hospitals have been affected with this disease. Male patients 
exceed females in the ratio of 3 to 1 The incidence rate in 
urban communities is about three times as high as for rural areas. 
Foreign-born and native whites are about equally affected, but 
the incidence among Negroes is four times as great as among 
whites. With respect to economic and educational status, gen¬ 
eral-paresis patients are slightly inferior to other mental patients 
(20,25) 

Etiology.—All general-paresis patients are infected „ with 
syphilis, but less than 5 per cent of persons contracting syphilis 
cTevelbp'general paresis (28). When the microscopic organisms 
responsible for syphilis gam entry into the body, they spread 
rapidly. The first stage of the disease is identified by a small, 
painless ulcer, or chancre, which appears at the site of inocula¬ 
tion about three'weeks after infection. A month or two later, 
the second stage of the disease is manifested by the appearance 
of a generalized skin eruption During the first and second 
stages, the skin lesions are teeming with live organisms and the 
disease is very infectious. Fortunately, however, the lesions soon 
heal spontaneously, and the disease passes into a latent, non- 
infectious period lasting fO to 30 years or more. 

If the condition remains untreated and the patient’s immuno¬ 
logical forces are not adequate to check the invasion action of the 
syphilitic organisms, the disease gradually proceeds to the terti- 
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ary stage, characterized by destruction of various organs of the 
body. When the syphilitic destruction is concentrated in the 
cerebral cortex and the patient presents psychotic symptoms, 
a diagnosis of general paresis is made. 

To determine the existence of syphilitic involvement of the 
brain, a small amount of the cerebrospinal fluid that circulates 
m the spinal cord and the ventricles of the brain is withdrawn 
and chemically analyzed. The procedure consists of puncturing 
the lumbar, or lower, end of the spinal cord with a hypodermic 
needle and drawing off some of the spinal fluid. The fluid is 
then analyzed by means of the Wassermann, Kahn, and colloidal 
gold tests Positive reactions on these tests indicate the presence 
of syphilitic organisms in the central nervous system 
Why paresis occurs in only about 1 out of 20 syphilitic pa¬ 
tients IS a medical mystery. Some explanations that have been 
offered are (a) there are various strains of syphilitic organisms, 
only a few of which produce paresis, (b) some individuals are 
less immune to the action of the syphilitic spirochete, and (c) 
only those individuals who would otherwise have developed 
some mental disorder develop paresis following infection 
Symptomatology —General paresis has been called the Great 
Imitator, because its varied symptoms may simulate many 
diseases Earliest indications may be physical complaints of 
lieadaches, dizzy spells, and increased fatigability. Initial mental 
abnormalities usually include changes in personality and con¬ 
duct. The patient overlooks the social amenities, is careless of 
his personal appearance and habits, neglects business and family 
obligations, and'often engages in reckless enterprises and im¬ 
moral practices that are out of keeping with his previous ethical 
standards Judgment is defective and memory is impaired Pe¬ 
riods of confusion and unreasonable emotional outbursts are 
common. Personal awareness of the gradual disintegration of 
the personality and the decline of critical faculties is lacking. 
The patient is unperturbed by his unkempt appearance, ruinous 
financial mistakes, and social transgressions 
As the disease progresses, early symptoms are exaggerated. 
The patient fails to recognize'close relatives, is disoriented as 
to time and place, and is unable to give his age or the names of 
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his children Speech is incoherent, thinking is confused* and 
serious criminal offenses may be unwittingly committed At this 
stage, the patient is incapable of self-management and must be 
carefully supervised or institutionalized Euphoria, depression, 
or apathy may dominate the emotional sphere Grandiose, per¬ 
secutory, or self-accusatory delusions of a bizarre nature are 
prevalent and hallucinations are occasionally noted 

The neurological damage produced by the syphilitic organism 
results in progressive weakness and poor muscular coordination. 
Speech is slurred, indistinct, or unintelligible Test phrases such 
as “Methodist Episcopal” and “Third Irish Artillery Brigade” 
are inaccurately repeated The handwriting is uneven, tremu¬ 
lous, and marked by omission and duplication of letters In 
advanced cases it becomes an illegible scrawl Gait is unsteady 
and bodily movements are clumsy Damage to the visual ap¬ 
paratus produces varied ocular symptoms In many instances, 
the pupils are irregular, unequal in size, or incapable of reacting 
normally to light A substantial number have epileptiform con-_ 
yulsions. Unless checked by treatment, the disease usually ter¬ 
minates in gross deterioration of the total personality and early 
death 

Illustrative Case 

The following is an abstract of an interview with a grandiose 
patient 

Who are you? 

"I am the doctoi-superintendent of the whole hospital I own the 
whole world, all the buildings and cities, the gold in the mines, the 
ships on the sea They aie all mine—everything ” 

Who IS your father^ 

“I am the son of God and I inherited all his power and wealth. I 
am the supreme law of the world ” 

Why are you here^ 

“AVhy, this is my headquarteis I direct all my ships from here ” 
Isn’t this a hospital? 

“Yes I am the doctor-superintendent of this hospital I direct 
everything ” 
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Are you very wealthy? 

“I am the wealthiest man in the world Feel my head—pure dia¬ 
mond, my chest—pure platinum, my muscles—all pure gold My 
mouth is full of pearls ” 

Would you mind making a donation to me? 

“Not at all Give me a piece of paper and I will make out a check 
for $100,000 ” 

What kind of paper do you need? 

“Any kind Any piece of scrap paper will do " 

Do you have any supernatural power? 

“Of course I am the son of God I can do anything ” 

What are some of the things you can do? 

“Anything you want Anything at all ” 

Is there anything I can do foi you? 

“Yes, give me a cigarette ” 

Treatment and Prognosis —General paresis may be prevented 
by prompt and adequate treatment during the first and second 
stages of infection The longer treatment is delayed, the less 
favorable is the final outcome. Oi\ce the syphilitic invasion of 
the brain has proceeded to the point of diffuse cortical atrophy, 
the most 'that may be expected from treatment is an arrest of 
the disease process, with mental improvement within the limits 
cfeteRnihed by the extent of brain destruction The specific 
treatment for general paresis consists of inducing an artifici^^l 
fever m the patient This may be done by malaria inoculation, 
injection of fever-producing vaccines, air-coiiditioning tech¬ 
niques, and various forms of electrical heating. Fever therapy 
IS generally supplemented by injections of tryparsamide and 
Insmuth, 

Although fever therapy usually prevents further deterioration 
and greatly prolongs the life of the patient, it is by no means 
a cure-all Before the introduction of fever therapy, spontane¬ 
ous recoveries occurred in about 10 to 15 per cent of hospitalized 
patients. As a result of fever therapy, the percentage of partial 
or complete recoveries among institutionalized cases has been 
increased to about 45 (22) 
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Juvenile Paresis.—Syphilis is never inherited by genetic trans¬ 
mission, but a syphilitic mother may infect her chilcLbefore qe 
during birth Also, like any other person, a child may acquire 
syphilis after birth by coming into contact with live syphilitic 
organisms. When the disease is present at birth, the condition 
IS called ■■ Regardless of whether mental and 

physical n ' i' - .p. il.*'-- origin are apparent during infancy, 
a small proportion of syphilitic children develop a juvenile form 
of paresis Onset usually occurs between the ages of ten and 
sixteen. Both sexes are equally affected 

Symptoms include gross deterioration of intelligence and coup 
duct, memory impairment, expansive or depressive emoti onal 
trends, convulsions, speech disturbances, pupillary changes, and 
other manifestations noted in the adult form of paresis The 
brain pathology is essentially the same as in general paresis, but 
prognosis is much more unfavorable m youthful cases Juvenile 
paresis is seldom affected by fever therapy and chemotherapy. 
As in the adult type, prevention and early treatment offer the 
best hope (21). 

PSYCHOSES WITH CEREBRAL ARTERIOSCLEROSIS 

The human brain consists of a large number of living cells 
that are nourished by a complex network of cerebral blood ves¬ 
sels After middle life, there is a tendency m certain individuals 
for the cerebral arteries to harden, or to become sclerotic When 
this happens, the arteries are no longer capable of conveying an 
adequate supply of blood to the brain cells, and the cells, lacking 
sufficient nutrition, waste away Mental disturbances associated 
with this form of brain pathology are diagnosed psychoses with 
cerebral arteriosclerosis. '' ' 

Why some persons are more prone than others to develop cere¬ 
bral arteriosclerosis is unknown The explanation of the psycho¬ 
sis is further complicated by the fact that many individuals who 
have never manifested neuropsychiatnc disturbances are found 
at autopsy to have cerebral arteriosclerosis. Since this disorder 
IS prevalent among illiterates and persons of low economic status, 
it does not appear that extensive brainwork is a predispoSig 
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factor Some suggested contributory factors are heredity, exces¬ 
sive eating and drinking, inadequate rest, and continuous worry. 
Incidence.—Psychosis with cerebral arteriosclerosis is one of 
the most prevalent of mental disorders It is responsible for 12 
per cent of first admissions to mental hospitals (25), and predic¬ 
tions (29) are that about 2 per cent of the general population 
of either sex will develop the disease during their lifetime In 
recent years it has shown the greatest increase of all mental dis¬ 
orders Between 1910 and 1915, less than 10 per 100,000 of the 
general population forty years and over were admitted to state 
mental hospitals in New York because of cerebral arteriosclerosis 
For the period 1935 to 1940, the incidence rate was slightly more 
than 50 per 100,000 (24) 

The disease may occur in late middle life, but the average age 
of patients at time of hospital admission is between sixty-five 
and seventy. Native and foreign-born whites have the same 
Incidence rate. On the basis of hospital admissions, the disease 
appears to be more than twice as prevalent in urban as m rural 
areas (20). 

Symptomatology.—On the physical side, the most frequently 
occurring symptoms are di_zzy"spells, headache, undue fatigue, 
insomnia, and convulsions. Common mgntal reactions in the 
early stages include loss of mitiative, impairment of attention, 
diminished capacity for work, confusion, irritabihty, depression, 
and mild memory interference (26). As the disease progresses, 
the severity of mental and emotional. disturbances mcreases 
Tile patient becomes forgetful and disoriented, and may mani¬ 
fest signs of gradual mental enfeeblement Delusions of all types 
may be present, and the affective life is marked by Instability, 
outbursts of rage, pronounced anxiety, and suicidal trends For 
a time, the patient retains insight into his condition and is an¬ 
noyed by the decline in mental and physical functions Even in 
the advanced state, there may be fluctuating periods of lucidity 
In individual cases the usual clmical picture is modified by the 
particular arteries involved. Thus the blocking of the middle 
cerebral artery, leading to atrophy of the left cerebral hemis¬ 
phere, usually results in striking speech disorders in right-handed 
persons 



320 


ABNORMAL PSYCHOLOGY 


Treatment and Outcome.—Practically nothing is known con¬ 
cerning the cause, prevention, or treatment of cerebral arterio¬ 
sclerosis. Spontaneous improvement occasionally occurs, but 
prognosis is usually unfavorable. The death rate is high, and 
only about 10 to 15 per cent of hospitalized patients are eventu¬ 
ally discharged as improved (13). 

SENILE PSYCHOSES 

Normal Senile Changes.—Old age is a period of jisychological 
as well as physical decline. Characteristic changes include con¬ 
fusion, failing memory, overconcern about one’s health, irritabif- 
ity, suspiciousness, narrowing of interests, heightened selfish¬ 
ness, conservatism, anxiety, fear of death, penu riou s ness. 
restlessness, and opinionativeness These traits are the results of 
a combination of factors, of which the most important are the 
progressive degeneration of the brain, the basic underlying per¬ 
sonality, and the senile’s reaction to his diminished capacity for 
achievement and pleasure 

Usually the psychological disturbances of senility remain 
within reasonable bounds and it is possible to care for the aged 
at home. However, ni some individuals the normal senile 
changes are exaggerated to a point necessitating iiursing and 
psychiatric care These cases are diagnosed as senile dementia 
or senile psychoses (11) 

Senile Psychoses.—An aged person may be adjudged insane 
and committed to a mental hospital for care and supervision 
when mental deterioration and personality abnormalities progress 
so far that he is grossly incapable of managing his affairs with 
ordinary prudence and when his behavior constitutes a source 
of annoyance or danger to others The actual proportion of 
semles who eventually become psychotic is unknown. Expect¬ 
ancy figures, based on hospital admissions, indicate that slightly 
more than 1 per cent of all persons bom will eventually be com¬ 
mitted to a mental hospital with a diagnosis of senile dementia 
This is naturally a very conservative estimate, since many senile 
dements are cared for at home (29) 

Senile psychoses account for about 9 per cent of first admis- 
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sions to mental hospitals. The mean age at time of first commit¬ 
ment IS between seventy and seventy-five. When allowance is 
made for the fact that there are many more women than men in 
the old age groups, the incidence rates for the two sexes are 
closely similar All educational and economic groups are sus¬ 
ceptible, but there is some evidence that mental deterioration 
and psychotic disturbances are more marked among semles of 
limited intelligence and attainments than among the more in- 
tellfgent and successful The hospital rate for urbanites is twice 
as high as for rural inhabitants (20) 

Symptomatology.—The higher mental processes, including 
jn 'a,'. ’ 1 , 'ii ;■!( -(‘I i-ly impaired, loss of mernory 

IS p'" <■ I, ' 1 ^ i-i, .I'.ii o I i < I ,.mes of friends and relatives 
are forgotten, and great difficulty is experienced in lecalhng the 
names of common objects Some patients more or less uncon¬ 
sciously fill m their memory gaps with fabricated recollections 
Recent memory is especially defective Events occurring from 
one week to another or from one minute to the next are poorly 
retained 

Semles make poor conversationalists, since they are unable to 
remember ^*at they have said and repeat themselves endlessly 
Unless they pay close attention to what they are saying or doing, 
they forget the train of thought or the activity in progress and 
are unable to continue. Because of limited retention and con¬ 
centration, they rarely amuse themselves by reading; their 
memory will not carry them from one episode in the story to the 
next Many seniles are completely disoriented; they do not 
know who they are, fail to recogmze the nature of their surround¬ 
ings, and are disoriented as to time. When taking a walk, they 
easily become lost Disorders in thinking result in confusion 
and bewilderment (16). 

Altruistic feelings are notably lacking To obtain attention, 
seniles "occasionally will make a show of interest in another per¬ 
son, but fundamentally they are self-centered and have meager 
interest in things that are not of intimate personal concern. 
They are jealous, envious, and easily susceptible to flattery. 
Their affective life is often disturbed. Anxiety, agitation, 
denression, apathy, and irritability are some common reac- 
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tions. If thwarted, they become self-assertive, abusive, and 
assaultive They adhere tenaciously to their habits and out¬ 
moded ideas, are intolerant of opposition and change, and fre¬ 
quently exhibit hoarding tendencies. 

Occasionally there is an intensification of sexual excitement 
that may lead to exhibitionism, unwise marriages, and perverse ‘ 
sexual practices, particularly with children Suspiciousness,” 
ideas of neglect, paranoid trends, delirious reactions, and mild 
delusions are often present. Speech is limited or consists of 
empty chatter. Impaired motor coordination results in a shuf¬ 
fling gait and shaky handwritmg The sleep cycle is often 
altered; the patient roams restlessly about at night and sleeps 
during the day. Common physical symptoms include headaches, 
feelings of dizziness, and apoplectiform attacks (11) 

Treatment and Prognosis.—Treatment is limited to nursing 
care and supervision.. The course of the disease is progressive^ 
only about 10 per cent of patients recover or improve Because 
of the late age of onset of the disease, the death rate is high. 

PSYCHOSES DUE TO DRUGS 

Drug Addiction.—There are approximately 100,000 drug ad¬ 
dicts m the United States (19). The drugs most commonly used 
are morphine, herom, cocaine, and marijuana Of the total 
number of addicts, only a small number develop neuropsychiatric 
reactions Drug psychoses account for only a fraction of 1 per 
cent of admissions to mental hospitals A somewhat larger num¬ 
ber are annually sent to narcotic farms and prisons for “cure,” 
but the vast majority evade the law. 

Although addiction occurs among all classes, most of the cases 
that come under observation are underworld characters Males 
tend to predominate. The incidence rate among the foreign 
born IS about the same as that for the native born, and Negroes 
have a higher rate than whites Addiction is less prevalent 
among the married than among the divorced, widowed, and 
single population All age groups above fifteen are represented, 
but the heaviest concentration occurs between the ages of 
twenty-five and forty-five (30). With respect to educational 
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status and intelligence, persons addicted to the use of drugs com¬ 
pare favorably with the general population (7) 

Etiology.—Some underlying personality instability is gener¬ 
ally recognized as the basic cause The explanation offered for 
the initial use of drugs varies with the type of user. The great 
majority of addicts who are licensed to deal in narcotics for pro¬ 
fessional or business reasons attribute their addiction to the 
previous use of drugs in medical treatment. Among the unregis¬ 
tered group, the initial use okrugs m medical treatment is also 
encountered, but the greajxmajority attribute their addiction to 
association with other addicts, to a desire for new experiences or 
thrills, to bravado, to satisfy curiosity, to allay emotional dis¬ 
tress, or to overcome drunkenness 
Treadway (Sd) divides the treatment of drug addiction into 
three phases detoxication or physical rehabilitation, emotional 
stabilization and reeducation, and social placement and com¬ 
munity supervision Treatment is usually handicapped by lack 
of sincerity and cooperation on the part of the patient, since 
only a small proportion of drug addicts wish to be cured They 
seek treatment primarily because of coercion by friends and 
relatives or because the law is at their heels. Morphine addicts 
sometimes seek treatment merely to decrease the amount of drug 
necessary to produce the desired effects 

Opium Series.—The eating and smoking of opium (the dried 
juice of a poppy grown in the Near and Far East) for its narcotic 
and intoxicating effects is an ancient custom. In this country, 
various derivatives of opium, particularly morphine and heroin, 
are used rather than opium itself Morphine is taken by hypo¬ 
dermic injection, heroin by injection or snuffing 
Regardless of the drug used, the effects are about the same. 
Opium and its derivatives deaden pain of disease and induce 
relaxation and sleep Small doses taken in the initial stages of 
addiction produce drowsiness As long as the patient remains 
actively awake, his mind is clear and he converses freely and 
intelligently. If left to himself, the patient passes into a dream¬ 
like state, characterized by euphoria and flight of imagination 
Mental processes appear to be accelerated, and passing thoughts 
are subjectively considered as bnlhant. The prevailing feeling 
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tone IS one of contentment The patient generally awakens from 
this light sleep refreshed and appaiently normal. Moderate 
doses produce deep, dreamless sleep, and with further increase 
in dosage, the sleep passes into a coma An overdose results in 
death. 

The continued use of opium, morphine, heroin, and other 
derivatives is attended by two serious consequences To begin 
with, the organism becomes physiologically conditioned to the 
drug so that once the habit is firmly established, the patient is 
forced to continue taking the drug or else experience painful 
withdrawal symptoms These symptoms include restlessness, 
intestinal cramps, profuse perspiration, hot flashes, chills, and 
digestive disorders. Secondly, a condition of tolerance is gradu¬ 
ally developed, so that enormous doses must be taken to elicit 
their usual effects 

Eventually a point is reached where no amount of the drug 
produces euphoria The most that can be expected is a relief 
from suffering It is generally at this stage that the patient seeks 
treatment or is apprehended when attempting by theft, decep¬ 
tion, or other illegal means to obtain the large amount of drug 
necessary or the funds with which to meet the ever-increasing 
costs. Prolonged abstinence during treatment or incarceration 
decreases the tolerance If the drug habit is resumed after dis¬ 
charge, as usually happens, the patient is again able to experience 
euphoria with small doses until tolerance is once more increased 

Chronic use of morphine or heroin usually leads to progressive 
mental, moral, social, and physical deterioration Confirmed ad¬ 
dicts are often irritable, suspicious, unstable, and morose A 
small number exhibit suicidal depression, delirium with halluci¬ 
nations, confusion, and other psychotic symptoms. Nevertheless 
it is debatable whether these reactions are caused by opium and 
its derivatives or are independent of the drug. The fact that a 
person becomes an addict is itself indicative of underlying in¬ 
stability (1) 

Cocaine.—Known among its users as “snow,” cocaine is a 
habit-fonnmg drug that is usually taken by snuffing It is ob¬ 
tained from the leaves of certain species of coca trees. Cocaine 
addicts generally prefer to take the drug in company, and the 
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habit IS almost always acquired through association with other 
addicts. One important reason why addicts snuff cocaine in 
groups IS that it is a stimulant, and there is little point in soli¬ 
tary stimulation. 

The emotional atmosphere during a cocaine party is somewhat 
similar to that of a boisterous drinking party. Mild doses tend 
to produce a state of euphoria and exhilaration. Ideas come 
freely and there is an increased pressure of activity As the 
stimulating effects of the drug wear off, theie is a reaction 
marked by depression, irritability, and general weakness 

Large doses sometimes result in a characteristic cocaine hallu¬ 
cinosis, consisting of terrifying visual and kinesthetic hallucina¬ 
tions The patient feels things crawling under the skin and sees 
insects and worms going in and out of his flesh Paranoid ideas 
are often expressed Continued addiction generally produces 
severe moral deterioration Unhke moiphine, repeated use of 
cocaine does not increase tolerance, and discontinuance of the 
drug does not precipitate acute withdrawal symptoms Despite 
these more favorable indications, the cocaine habit appears to 
be even more resistant than morphinism to permanent cure (1) 

Marijuana.—The narcotic ingiedient in marijuana is obtained 
from the resin of the dried flowering tops of the hemp plant 
The drug is also known as cannabis sativa, hashish, and loco 
weed. Formerly the hemp plant was extensively cultivated in 
this country as a source of rope and twine, and it now grows wild 
in many regions The plant is also widespread m many other 
countries The two principal methods of use are through eating 
the dried tops and leaves of the plant or smoking these parts in 
marijuana cigarettes, sometimes referred to as “reefers ” 

The toxic effects are primarily limited to the higher nerve 
centers Some users have reported as the first signs of intoxica¬ 
tion an exaggerated state of well-being, accompanied by feel¬ 
ings of increased strength and power. In other cases the early 
effects of the drug consist of oppressive feelings of anxiety, gen¬ 
eral apprehension, and agonizing fear of death A peculiar sense 
of unreahty or detached amazement is frequently noted, and 
the user is astounded by all that takes place and by what he 
says and thinks. There is a subjective feeling of confusion and 
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oblivion; sensations of floating, or of the body gradually disinte¬ 
grating, are common. 

Closely allied to the feeling of unreality is the phenomenon 
of double consciousness, or dual personality. The personality 
seems to divide into two individuals, one critically rational and 
the other of a fantastic character. Subjects often speak of 
watching their other self become intoxicated. 

With the onset of delirium, there appear bizarre visual and 
auditory illusions and hallucinations. Vivid pictures of great 
complexity and oceans of sound overwhelm the user. Spatial 
relations are distorted, and objects and persons shrink to micro¬ 
scopic proportions or assume gargantuan size. The time sense 
is profoundly disturbed. Time passes slowly. A second seems 
like several hours, and an hour lasts a year or more A hyper¬ 
sensitivity to sound stimuli is often reported When large doses 
are taken, the delirium gradually merges into a state of general 
motor weakness, fatigue, drowsiness, and sleep 

The effects of habitual use are not well established. The 
drug does not appear to be cumulative in its effect, and tolerance 
IS not increased with continued usage After its administra¬ 
tion, some addicts develop a delirious rage, during which they 
may commit acts of violence. It has been alleged that the mur¬ 
derous frenzy of the Malay, characterized by running amok, is 
the result of habitual use of hashish. The modern word “assas¬ 
sin" is derived from “hashischm," a name assigned to Moham¬ 
medan hashish addicts who engaged m religious murders during 
the time of the Crusades Unlike opium and its derivatives, the 
sudden discontinuance of marijuana does not result in withdrawal 
symptoms (6, 31) 

Mescaline.—Mescaline is an intoxicating substance obtained 
from the buttonlike top of a certain type of cactus plant. In 
earlier days, mescal buttons were used by Indians of the South¬ 
west during religious rites Usually taken by mouth, mescaline 
acts primarily as a stimulant. It produces prolonged wakeful¬ 
ness and a sense of freedom from fatigue The outstanding 
sensory disturbance is in the visual field Infinitely beautiful 
and vividly colored images succeed one another in kaleidoscopic 
fashion At times, however, the hallucinations are gruesome. 
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Other sensory fields are also affected, and mrxed sensory impres¬ 
sions are not uncommon A blue color may suggest a taste re¬ 
sembling phosphorus, and a sharp sound may produce an explo¬ 
sion of colors. 

As m the case of marijuana intoxication, distortions in tem¬ 
poral and spatial perception are frequent. Experiments con¬ 
ducted with normal subjects indicate that mescaline is capable 
of inducing typical psychotic symptoms including mood 
changes, paranoid reactions, splitting of the personality, and dis¬ 
turbances of thinking and volition (14). The drug does not 
appear to be habit forming, and it is doubtful whether repeated 
use results in harmful after-effects 

Bromide Intoxication.—Bromides are sedatives which, if 
taken in excess over a period of time, may produce psychotic 
■reactions The usual symptoms noted m cases of slight intoxi¬ 
cation are mild mental confusion, difficulty in concentration, 
tiredness, faulty memory, and disturbed sleep Loss of appe¬ 
tite, slurred speech, digestive disorders, and skin eruptions are 
common More advanced cases are characterized by delirious 
reactions, including fear, disorientation, bewilderment, and hal¬ 
lucinations. Treatment is aimed at eliminating the bromides 
from the system. This is accomplished by the administration 
of large quantities of ordinary table salt m fluids. The bromide 
reaetion generally clears up within two weeks However, if 
bronudes have been taken as a means of controlling depression 
or excitement, their removal may expose underlying psychologi¬ 
cal disturbances (9). 

PSYCHOSES DUE TO METALS 

Lead, mercury, arsenic, and manganese when taken into the 
body in sufficient quantity produce complex somatic, neurologi¬ 
cal, and psychotic disturbances These poisonous metals are 
usually inhaled in the form of vapors or dust particles, but they 
may also be absorbed m the body through the ingestion of foods, 
water, or objects containing them Mild lead poisoning results 
in typical neurasthenic symptoms of fatigue, listlessness, and 
irritability Acute conditions are characterized by stupor, mem- 
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ory impairmentj confabulation, confusion, uncontrollable emo¬ 
tional outbursts, and convulsions 

Treatment consists of removing the lead from the circulatory 
system, and eventually from the body, by appropriate medica¬ 
tion Prognosis is favorable as long as the central nervous sys¬ 
tem is not involved, but damage to the cerebrum results in pro¬ 
gressive mental deterioration and high mortality Mercury 
poisoning may cause irritability, emotional outbursts, forget¬ 
fulness, and drowsiness Arsenic and its compounds may give 
rise to stuporous or delirious reactions Manganese poisoning 
results primarily in neurological symptoms such as masklike 
facial expression, muscular twitchings, monotonous voice, and 
sleepiness Uncontrollable emotional outbursts are occasionally 
noted (23) 

PSYCHOSES DUE TO GASES 

Carbon monoxide is a poisonous gas, the product of incom¬ 
plete combustion of coal and petroleum products The hemo¬ 
globin cells, which normally act as oxygen carriers, have a greater 
affinity for carbon monoxide than for oxygen, so that when car¬ 
bon monoxide is inhaled, it binds some of the hemoglobin cells 
and thus lenders them incapable of carrying oxygen This re¬ 
sults in a deficiency of oxygen, which in turn produces structural 
changes of the brain cells 

Depending on the degree of carbon monoxide poisoning, the 
victim may recovei completely, exhibit neuropsychiatnc residual 
symptoms, or die from asphyxiation The most common neuro- 
psychiatric manifestations are memory impairment, confusion, 
apathy, loss of initiative, and general mental enfeebleinent 
Neurological motor disturbances are prevalent Prognosis for 
mental symptoms may be favorable or unfavoiable (27) 

ENCEPHALITIS LETHARGICA 

More popularly known as “sleeping sickness,” this disease is 
caused by a filtrable virus that attacks the brain, resulting in 
diffuse degenerative changes chiefly concentrated in the region 
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of the midbraiii and basal ganglia Encephalitis appeared in 
epidemic form throughout Europe and America during the lat¬ 
ter part of the First World War, and spoiadic outbursts in vari¬ 
ous areas have been subsequently reported Reactions similar 
to those occurring in encephalitis lethargica are sometimes noted 
in the course of measles, mumps, and other acute infectious dis¬ 
eases that produce inflammation of the brain 

The onset of epidemic encephalitis may take many forms 
(18) Often it is characterized by a sleep lasting several days or 
•weeks, from which the patient may with some difficulty be awak¬ 
ened long enough to take nourishment This lethargic condition 
is frequently associated with fever and double vision A second 
common form, which may at times follow the sleepy state, is 
marked by restlessness, excitability, jerky movements, and con¬ 
vulsive seizures Immediately following the acute stage, some 
patients become extremely overtallcative and overactive, and 
there may be a reversal of the sleep curve, with the patient sleep¬ 
ing during the day and staying awake at night These postacute 
symptoms may gradually subside, but many individuals who 
apparently make a good recovery later exhibit neurological or 
psychological abnormalities 

The outstanding postencephalitic neurological manifestation, 
which occurs more often in adults than children, is the Parkin¬ 
sonian syndrome This consists of general muscular rigidity, 
resulting in a masklike face, monotonous speech, flexion of the 
arms, and bending forward of the body The arms do not swing 
in walking and the gait is awkward 

Among children, the most impressive postencephahtic feature 
IS a radical change in personality and character Following an 
attack, children who previously had been well behaved often 
become impudent, mean, cruel, and unmanageable They are 
restless, incapable of prolonged attention, and easily given to 
emotional outbursts. Self-control is apparently lost Without 
provocation, they impulsively engage in all forms of destructive 
and delinquent behavior, so that institutionalization is usually 
necessary 

The effect of encephalitis upon intelligence is primaiily de- 
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termined by the age of the patient at time of onset; the younger 
the age, the greater the defect. Among children under five, the 
mental development may come to a complete standstill, so that 
if a child had a mental age of four years at time of onset of the 
disease, his mental age as an adult would still be about four 
years Children affected between the ages of five and fourteen 
generally show some mental retardation, but if the onset of the 
disease is delayed until after mental maturity has been attained, 
the intellectual functions show practically no impairment (8, 
10 ). 

Prognosis is essentially unfavorable. There is no specific 
treatment for the acute state, and many patients die during the 
early stages To some extent, the muscular rigidity of sur¬ 
vivors who develop the Parkinsonian syndrome may be relaxed 
by the administration of certain drugs Very httle can be done 
to resocialize persons manifesting postencephalitic personality 
disturbances, or to prevent mental decline in those cases where 
it occurs. Encephalitic problem children frequently make satis¬ 
factory adjustments in an mstitutional setting, but upon dis¬ 
charge, relatively few continue their good behavior at home 
The most hopeful reports indicate that, even with the best of 
training and reeducation, less than one-third recover sufficiently 
to resume their place in society (4) 

TRAUMATIC PSYCHOSES 

Head injuries and gunshot wounds involving damage to the 
brain occasionally produce mental disturbances, but such in¬ 
juries are not an important cause of mental disease Traumatic 
psychoses account for less than 1 per cent of annual admissions 
to mental hospitals Symptoms commonly noted immediately 
after the head injury include headache, confusion, memory im¬ 
pairment, and emotional instability Follovnng the acute stages, 
some patients undergo a change in personality and disposition 
Other manifestations include explosive emotional reactions, for¬ 
getfulness, convulsions, and progressive mental deterioration 

(5). 
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PSYCHOSES WITH BRAIN TUMOR 

Mental disturbances are occasionally associated with brain 
tumors. Since autopsies are not available on all cases, the actual 
incidence of tumors in mental disease is unknown, but it is 
doubtful whether new growths or abnormal swellings within the 
cranium are responsible for more than 1 per cent of psychoses 
Symptoms are exceedingly variable and in part determined by 
the site of the tumor Some common symptoms are alterations 
in personality, irritability, somnolence, memory impairment, im¬ 
pulsive excitability, confusion, depression, hallucinations, speech 
disorders, convulsions, euphoria, apathy, and intellectual en- 
feeblement (15). 

PSYCHOSES WITH PELLAGRA 

Pellagra is a dietary disease resulting mainly from a deficiency 
of B-complex vitamins It is found primarily in poor economic 
areas The most common clinical manifestations are patchy 
pigmentation of the skin and alimentary-tract disturbances A 
small percentage of cases exhibit neuropsychiatric symptoms, 
including lassitude, memory losses, delirium, and mood fluctua¬ 
tions. Recent findings indicate that the mental symptoms are 
quickly and dramatically relieved by the administration of nico¬ 
tinic acid. In addition to nicotinic acid, treatment consists of a 
diet rich in green vegetables and other foods containing B-com¬ 
plex vitamins (2). 


PSYCHOSES WITH HUNTINGTON’S CHOREA 

Huntington’s chorea is a hereditary disease of the nervous sys¬ 
tem marked by involuntary jerky movements and mental symp¬ 
toms. It accounts for approximately 1 out of every 1,000 pa¬ 
tients annually admitted to mental hospitals. The disease is 
transmitted in the manner of a dominant Mendelian trait. When 
one parent is affected, 50 per cent of the children will be simi¬ 
larly affected, but if the disease skips one generation, it will not 
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manifest itself in the next. If all children whose parents have 
Huntington’s chorea would refrain from having children, the 
disease could be completely abolished m one generation, but 
the late onset of symptoms precludes this simple solution. Ini¬ 
tial symptoms rarely appear before adulthood and may be de¬ 
layed until middle life The mean age of onset is in the late 
thirties In the early stages, loss of motor control and mental 
peculiarities are not readily apparent Over a period of years, 
the uncoordinated spasmodic movements gradually increase m 
severity “until the helpless sufferer is but a ‘quivering wreck of 
his former self” (17), 

Any and all voluntary muscles may be affected In the more 
advanced stages, the face is contorted in ever-changing grimaces, 
the head twists this way and that, and the hands are ceaselessly 
engaged in jerky circular movements. Involuntary movements 
of the legs force the individual to stagger about helplessly 
Though conscious and not in pain, he cannot inhibit or master 
the spontaneous activity of his muscles Refuge from perpetual 
activity occurs only in sleep, when movements cease Accom¬ 
panying mental reactions include irritability, hstlessness, para¬ 
noid trends, and progressive emotional and intellectual deterio¬ 
ration Neurological findings point to general cortical and sub¬ 
cortical brain atrophy (12) It has been suggested that the 
genetic basis of the disease hes m some inherent defect in the 
vitality of the small cells of the corpus stnatum (3). There is 
no effective treatment. 
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CHAPTER XVI 


EPILEPSY 

From the earliest time, men of all races and levels of civiliza¬ 
tion have been afl&icted with a variety of sudden and recurring 
attacks of cerebral origin, characterized by partial or complete 
loss of consciousness, with or without attending psychomotor 
disturbances Generally of short duration, these attacks have 
been called the falling disease, fits, convulsions, seizures, and 
epilepsy The last, derived from the Greek word meaning “seiz¬ 
ure,” is the most widely known. Like the other terms, “epi¬ 
lepsy” does not denote a specific disease but a symptom—a 
manifestation of some more fundamental disease process How¬ 
ever, since the attack is often the most vivid and distressing fea¬ 
ture, it IS not uncommon to refer to the disease by its symptom, 
This is especially true when the nature of the underlying disease 
IS unknown 

Epilepsy and Brain Waves.—Over a half century ago, 
Hughlmgs Jackson (12, p 100), the great English neurologist, 
defined epilepsy as “the name for occasional, sudden, excessive, 
rapid and local discharges of gray matter.” The development 
of techniques for amphfying and recording the minute electrical 
discharges of brain tissue has confirmed Jackson’s concept It 
has been definitely established that the electroencephalograms 
(EEG), or brain waves, of epileptic patients differ greatly in 
amplitude and frequency from those of normal individuals. As 
compared with normal individuals, who exhibit a fairly constant 
brain rhythm having a mean frequency of 10 waves per second, 
the EEG rhythms of epileptics are abnormally large because of 
increased voltage and are either too fast or too slow Rhythm 
abnormahties are most marked during an actual attack, but 
about 85 per cent of patients show transient disturbances of 
rhythm even when there is no objective or subjective evidence of 
a seizure, This finding has led some investigators to refer to 
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epile]')sy as cerebral dysrhythmia Although most characteristic 
of epilepsy, abnormal brain records have also been observed in 
a variety of unrelated disorders and in 10 per cent of normal 
individuals (16) 

Incidence—^Estimates based on army recruits and surveys 
conducted in the United States and European countries indicate 
that approximately 1 out of every 250 persons in the general 
population is an epileptic (4) Some 4,000 new cases, less than 
2 per cent of new admissions, are annually admitted to mental 
institutions m the United States (22). A small number go to 
special colonies for convulsive disorders and the remainder to 
schools for mental defectives or hospitals for nervous and men¬ 
tal disease. 

Less than one-tenth of the estimated 600,000 epileptics in 
this country are at present m hospitals. The hospitalization 
rate is relatively low because the average epileptic patient is 
capable of leadmg an active and useful life with little or no out¬ 
side supervision. In fact, many of them have made substantial 
contributions to society and a few have attained greatness. 
Julius Caesar, Peter the Great, Mohammed, Lord Byron, Flau¬ 
bert, Berlioz, and Van Gogh are among the notables who had 
recurring fits. It is only when attacks seriously incapacitate a 
person, or when such complications as mental deficiency or psy¬ 
chotic reactions are present, that commitment becomes impera¬ 
tive. 

Although more epileptic patients are being hospitalized today 
than in former years, there is no evidence that epilepsy is in¬ 
creasing in frequency. Military data, unaffected by extraneous 
factors associated with hospitahzation, point to a stationary rate. 
In Sweden (25) during the quarter century 1911-1935, the num¬ 
ber of annual rejections from military service because of seiz¬ 
ures ranged from 2 2 to 2 4 per 1,000 conscripts Similar con¬ 
script data for Holland, though limited to a shorter period, con¬ 
firm the Swedish figures and, in addition, indicate that epilepsy 
is about equally prevalent in urban and rural communities For 
the years 1933-1938, an average of 2 6 per 1,000 conscripts com¬ 
ing from communities of less than 5,000 inhabitants and 2 5 per 
1,000 conscripts coming from cities with population in excess of 
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100,000 were rejected from military service on the grounds of 
epilepsy (11). The above rates are slightly lower than those 
reported for the general population because many individuals 
who are free of symptoms at the time of conscription have had 
seizures in the past or will have them later in life 

Age .—^No age period is immune, but the onset of seizures gen¬ 
erally occurs during childhood and early adolescence The me¬ 
dian age of patients at time of initial attack is between ten and 
fifteen (7, 21). 

Sex —^Although more male than female patients are hospi¬ 
talized, clinical data suggest that both sexes are about equally 
affected (15). 

Frequency of Attacks.—There are wide individual differences 
in number of attacks Some persons have only a few attacks 
during their life and others have several hundred a year 


CLASSIFICATION 

Persons subject to seizures are usually classified as having 
either symptomatic or idiopathic epilepsy. The diagnosis of 
symptomatic epilepsy indicates that attacks are associated with, 
and are presumedly due to, some definite brain pathology or toxic 
condition Idiopathic, or essential, epilepsy includes those cases 
where seizures are not associated with any toxic condition or 
structural brain pathology It is assumed that idiopathic epi¬ 
lepsy IS due to some inherent constitutional defect Approxi¬ 
mately 30 per cent of fiist admissions to state institutions for 
epileptics are classified as symptomatic, 60 per cent as idiopathic, 
and 10 per cent are unclassified (22) 

CLINICAL TYPES 

A comprehensive analysis of the many forms of epilepsy has 
been reported by Wilson (31) The three mam varieties are the 
major, or grand mal, the minor, or petit mol, and the psychic or 
psychomotor equivalent Each of these forms may occur in 
either symptomatic or idiopathic cases, and the individual may 
exhibit one, two, or all three types. Two less important types 
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are Jacksonian epilepsy and hysterical fits. The former is lim¬ 
ited to the symptomatic group. The latter, also known as 
hystero-epilepsy, is more akin to hysteria than epilepsy. It is 
considered m this chapter because it closely simulates actual 
seizures, and often is confused with them 

Grand Mai.—This is the most dramatic. Three phases—the 
aura or warning, the convulsion or attack proper, and the posL 
convulsant state—are generally distinguished. Preliminary 
signs heralding the attack in advance of the aura are sometimes 
noted a day or more beforehand These may be muscular tics, 
sensory disturbances, and mood fluctuations Some epileptics 
are morose and irritable for several hours before an attack A 
few, like the Russian novelist Dostoievsky, experience great 
ecstasy during the preconvulsive period Auras immediately 
preceding an attack occur in about 50 per cent of the cases The 
aura is often the same for a given individual, so that, fore¬ 
warned, the patient may m some measure prepare himself for 
the coming storm 

Among different persons, auras take myriad expressions in¬ 
cluding feelings of numbness or pain, impulsive running, vis¬ 
ceral rumblings, temperature changes, choking sensations, or 
feelings of strangeness. Apprehension, happiness, and other 
emotional reactions have been noted Hallucinations in all 
sensory fields are fairly common Stoddart (27) has reported an 
interesting example of a recurring visual aura Before the on¬ 
set of the seizure, the patient would see 13 men standing before 
him One by one, each of these men would turn and walk away 
until only one was left. This man would then strike the patient, 
and the blow would bring on the convulsion 

The onset of the fit pioper is sudden Consciousness is com¬ 
pletely lost, and the patient, as if struck by an unseen blow, 
falls like a log, often injuring himself. In the first, or tome, 
phase of the convulsion, the entire musculature is in a state of 
rigidity The posture assumed is somewhat variable, depend¬ 
ing in part on the nature of the fall. Usually the arms are 
flexed, the fists clenched, and the legs extended The generalized 
spasm includes the muscles of the chest, abdomen, and larynx 
The groanlike epileptic cry, sometimes heard at the onset of the 
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convulsion, results from either the sudden expelling or the in¬ 
ward suction of air At first the face is pale, but it later becomes 
flushed and finally bluish as a result of respiratory interruption. 
The features are often contorted into a grimace The eyes may 
be open or closed The pupils are dilated and do not react to 
light. 

After about 30 seconds the tonic immobility gives way to the 
clonic stage, consisting of rhythmical jerking movements of the 
entire body These movements are bilaterally synchronous and 
are due to the alternating relaxation and sudden contraction of 
the muscles. Especially noticeable are the abrupt contractions 
of the muscles of the arms and legs and the snapping of the jaws 
At first, the movements are rapid and their excursions are lim¬ 
ited in range Gradually they decrease in frequency to about 
one per second and increase in amplitude With the develop¬ 
ment of dome movements, breathing, often sonorous, is restored 
Frothy saliva is usually present, and it is sometimes tinged with 
blood from a bitten tongue or cheek Bladder and rectum are not 
infrequently emptied during an attack The clonic phase con¬ 
tinues for one to three minutes and is usually followed by a pro¬ 
found “sleep,” or coma, of indefinite duration. 

The postconvulsant period is of special psychological interest. 
Most patients spontaneously come out of the coma and return 
immediately to a normal mental state. They may complain of 
headaches and general malaise or feel relieved and refreshed 
A few fare less well in that the attack proper is followed by a 
period of acute confusion, bewilderment, and emotional pathol¬ 
ogy While under the influence of this clouded state, epileptics 
may impulsively engage in complicated automatisms, take ob¬ 
jectless trips to strange places, undress m public, steal, destroy 
property, assault innocent bystanders, and participate in brutal 
crimes. Violent rage responses occurring during this period are 
termed epileptic furor. At times, the emotional mood is one of 
ecstasy tinged with religious exaltation During the confused 
postconvulsant state, the patient is unaware of the significance 
of his actions, and he subsequently has an amnesia for events 
occurring during the attack 
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Electrical disturbances in cortical activity precede the external 
manifestations of the convulsion. The grand-mal attack is gen¬ 
erally associated with alterations in amplitude and increased 

GRAND MAL SEIZURE 
HIGH VOLTAGE FAST WAVES 

»150/4V 

tonic clonic 


PETIT MAL SEIZURE 
FAST WAVE AND SPIKE 




PETIT MAL VARIANT 

SLOW WAVE AND SPIKE .. 

J5O/1V 




PSYCHOMOTOR ATTACK 
HIGH VOLTAGE SQUARE AND SIX PER SEC WAVES 
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Fig 12 —Representative electroencephalogiams illustrating four diffeient •types 
of epileptic seizures The portion on the left of each tiacing is a sample of the 
individual’s noimal record The lest of the tracing was made during an attecK. 
(From Gibbs, F A, E L Gibbs, and IF G Lennox The influence 0 ] the blood 
suffoi level on the wave and spike formation in petit mal epilepsy Arch Neuro 
Peychiat Chicago, 19S9, P, im-1116) 

frequency of alpha rhythm Fast, rhythmically repeated waves 
of relatively high amplitude, having a characteristic “explosive 
quality, are present during the clonic phase Concomitant with 
the coma phase there is a marked depression in all electric ac¬ 
tivity The EBG record noted in Fig 12 is fairly representative. 
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On rare occasions, a series of grand-mal attacks follow each 
other with no intervening periods of noimal consciousness A 
hundred or more consecutive convulsions may occur This is 
called status epileptxcus 

Petit Mai.—These minor attacks are usually not preceded by 
auras The outstanding symptom is a temporary loss of con¬ 
sciousness that may range from seconds to minutes. The activi¬ 
ties under way are suddenly interrupted and suspended by a 
period of “absence " There may be a fall, but more frequently 
the individual retains his posture The only external physical 
signs may be a turning up of his eyes, nodding of his head, or 
the dropping of an object held in his hand. There may be a 
pause m his conversation, leaving a half-spoken sentence incom¬ 
plete Heedless of danger, the individual may stop in his tracks 
while crossing a busy street His face is pale and completely 
expressionless 

The return to normal consciousness is generally sudden and 
complete Unaware of their “absence,” some victims continue 
their activities from the point where they left off The sentence 
IS completed or the walk is resumed as if nothing had happened 
Under certain conditions, the individual may have attacks for 
several month's before realizing their existence At times, con¬ 
sciousness IS partially retained, and the patient reports a dazed 
sensation, mental clouding, black-out, or sudden flash. 

Minor attacks sometimes develop into major seizures, but this 
is by no means a fixed rule It is not uncommon for both vari¬ 
eties to occur m the same individual The brain waves m petit 
mat, as illustrated in Fig 12, consist of an alternating fast and 
slow wave occurring at the rate of about three a second. This 
unique EEG pattern seems to be limited to petit-mal attacks. 

Epileptic Equivalent.—The characteristic epileptiform con¬ 
vulsion may be replaced by an equivalent psychic or psychomotor 
seizure The symptoms are quite similar to those already de¬ 
scribed under the postconvulsant state There is a possibility 
that some of these reactions follow barely perceptible petit-mal 
attacks. Consciousness is greatly unpaired. There are the usual 
automatic or absent-minded movements, emotional outbursts, 
and antisocial actions. During an epileptic equivalent attack 
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of a mild nature, the individual may continue what he is doing 
m seemingly normal fashion, but closer examination reveals cer¬ 
tain peculiarities. In typing, the same sentence is retyped time 
and again, or in adding a column of figures, an unusual number 
of mistakes are made. Mental confusion is common At a more 
serious level are found sudden outbursts of anger or runnmg 
amok for no apparent cause. One patient, when having dinner 
with his family, suddenly tipped over the table heavily laden 
with dishes and food, and then proceeded to throw a chair 
through the window Though rare, homicidal and suicidal at¬ 
tempts are sometimes encountered There is a subsequent am¬ 
nesia for activities engaged in during the attack 

In addition to content similarity, there are two further points 
of evidence indicating that these attacks are epileptic m nature, 
In the first place, they tend to occur among members of epileptic 
families or m individuals who subsequently develop attacks 
Secondly, studies utilizing electroencephalography (Fig 12) have 
shown that the distortions in the pattern of brain waves during 
an epileptic equivalent attack are fairly similar to the character¬ 
istic cerebral dysrhythmias present in the more usual form of 
epilepsy 

Jacksonian Epilepsy.—This is a localized or limited form of 
motor epilepsy m which spasmodic movements are restricted to 
certain groups of muscles, especially those under voluntary con¬ 
trol, as the hands, face, and legs. Consciousness is retained and 
there is complete awareness of the attack in progress at which 
the victim is a helpless spectator 

The seizures result from specific cortical pathology. Occasion¬ 
ally, the convulsive twitches begin at one focal point and gradu¬ 
ally spread in marchlike fashion to adjacent muscle groups until 
they eventually culminate m a generalized grand-mal attack. 
Since the EEC records obtained from healthy brain tissue diff er 
m pattern from those recorded over injured areas, electroenceph¬ 
alography IS of great value in these cases m determining the 
site of pathological excitation It is frequently possible to re¬ 
move the diseased brain area by surgery 

Hysterical Fits.—Although relatively rare today, hysterical 
fits resembling grand-mal attacks were at one time quite com- 
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mon In the Middle Ages, they became the fashion throughout 
the convents of Europe and spread like an epidemic from one 
girl to another and from one convent to the next On a much 
smaller scale, mass hysterical attacks were noted in some of the 
military hospital wards during the First World War 

Fits of this nature are the result of suggestion. The accuracy 
^ith which the epileptic attack is simulated depends upon the 
acting ability of the patient and his knowledge of the symptoms 
The naive hysterical individual screams, kicks, rolls about on the 
ground, assumes grotesque postures, pulls his hair, scratches and 
bites bystanders, but he is careful throughout the performance 
not to injure himself unduly. Uncontrollable crying or laughing 
may be present Consciousness is retained during the fit, and 
the actions are often highly purposive 

There are many additional points of contrast. Epileptic at¬ 
tacks may occur at any hour of the day or night, and during the 
seizures the corneal reflex is absent, other bodily reflexes are 
disturbed, the pupils are dilated, and sphincter control is often 
lost. Hysterical fits never occur during sleep, and throughout 
the attack the eyes are tightly shut, but the corneal reflex and 
pupillary activity are within normal range. Sphincter control 
IS maintained, and the fit ends with the patient feeling “better” 
rather than confused or stuporous. 

As compared with the pale or bluish face of the epileptic, the 
face in hysteria is natural in color or flushed Unlike genuine 
attacks that have a sudden onset and occur independent of ex¬ 
ternal stimuli, hysterical fits generally follow some emotional 
disturbance or thwarting situation, have a gradual onset, and 
occur only in the presence of an audience. Their intensity and 
duration vary with the reactions of the audience Epileptic 
attacks last two or three minutes, whereas hysterical fits may 
persist for hours 

Histrionically gifted hysterical individuals who have familiar¬ 
ized themselves with the symptoms of epilepsy may have very 
realistic attacks. Coordinated clonic movements are substituted 
for erratic kicks, a short epileptic cry replaces the continuous 
screaming, and the tongue may be purposely bitten to give a 
more convincing demonstration. However, there still remain 
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the reflexes and the pupillary changes, which are not under vol¬ 
untary control and hence cannot be simulated 

Tony C was a petty thief who for a period of years evaded im¬ 
prisonment by the simple expedient of throwing a very convincing 
grand-mal attack whenever anested This would lead to his being 
sent to the psychiatric division of the local general hospital, rather 
than to jail After a biief peiiod of observation, he would be dis¬ 
charged as not legally responsible for his actions because of a mental 
disease On one occasion, howevei, he was sent to a mental hospital 
Here a diagnosis of epilepsy was made on the basis of his past hospital 
record 

Incarceration m a mental hospital did not agree with Tony After 
two months, he applied for his discharge on the grounds that his at¬ 
tacks were faked To prove liis point, he pioduced, upon request, 
an excellent counterpart of a major attack His explanation was 
that, as a boy, he had shared a room in an orphanage with an epi¬ 
leptic child Partly to torment his roommate and partly as a game, 
with continued practice he had developed the technique of imitating 
« flt. 


ETIOLOGICAL AND PREDISPOSING FACTORS 

Heredity.—Family studies, twin data, and electroencephalo- 
graphic investigations indicate that susceptibility to epileptic 
seizures is mainly inherited The principal experimental find¬ 
ings are summarized below 

1. Approximately one-third of institutionalized, and one-fifth 
of noninstitutionalized, epileptic patients have a family history 
of epilepsy In contrast, only about 4 per cent of unselected 
individuals report seizures m any known relative (1, 16) 

2 The expectancy of seizures among the parents, brothers, 
and sisters of epileptic patients is more than five times as great 
as that for the general population (15, 26). 

3 When one of a pair of identical twins has seizures, from 61 
to 67 per cent of their co-twins also have seizures. Excluding 
symptomatic cases, 86 per cent of the co-twins of idiopathic 
patients also have seizures (3, 24) 

4 With respect to fraternal twins, the combined results of 
two studies show that when one twin is an epileptic, the other 
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co-twin is similarly affected m about 11 per cent of the cases (3, 
24) 

5. Cerebral dysrhythmia, which appears to be an inherited 
characteristic that predisposes an individual to have seizures, is 
present in about 85 per cent of epileptic patients during periods 
when they are free from attacks, in 53 per cent of their close 
relatives, and in only 10 per cent of the unselected general popu¬ 
lation (15, 16) 

The above data definitely establish the importance of heredity 
and provide a clue to the physical basis. Seizure-prone indi¬ 
viduals apparently inherit a somewhat unstable nervous system 
whose faulty functioning is revealed by abnormal brain waves. 
However, the etiological picture is not complete Many indi¬ 
viduals who inherit a predisposition do not have seizures The 
nervous systems of identical twins are derived from the same 
genes, and the recorded electrical dischaiges of their brain cells 
are practically identical Theoretically, all the co-twins of 
identical epileptic twins should have seizures, but actually only 
from 61 to 86 per cent are affected Electroencephalographic 
data show similar inconsistencies Ten per cent of the general 
population have abnormal brain rhythms that are similar to 
those encountered in patients with a history of epilepsy, but at 
most only 1 out of 20 have seizures 

The simplest explanation for these inconsistencies is that in¬ 
dividuals do not inherit seizures All that is inherited is a physi¬ 
cal constitution which has a high or low potentiality for having 
seizures. If a person is highly predisposed, he will most likely 
have attacks If he is only moderately predisposed, he may be¬ 
come an epileptic only if exposed to certain precipitating agents 
The most likely precipitating factors are subtle imbalances in 
the biochemistry of the body and minor brain lesions incurred 
during or after birth. With respect to the latter point, it has 
been noted that first-born children, who presumably experience 
greater birth traumata, are more prone to have seizures (24) 
It IS not improbable that part of the discordance noted among 
identical twin pairs is due to differences in order of birth, diffi¬ 
culty of delivery, and incidental head injuries in later life 
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Head Injuries and Toxins.—^Although brain lesions and bio¬ 
chemical disturbances are most likely to produce seizures in the 
constitutionally predisposed, they may, if sufficiently profound, 
induce attacks in individuals of sound heredity One must 
guard, however, against attaching too much importance to physi¬ 
cal causes. Even in those cases where seizures appear to be di¬ 
rectly related to some obvious organic pathology, the etiology is 
usually complicated by hereditary factors. For example, the 
incidence of abnormal brain records among the near relatives of 
patients with symptomatic epilepsy is about the same as that 
noted among relatives of idiopathic patients (16), and the inci¬ 
dence of epilepsy among the relatives of symptomatic patients 
IS about three times as high as that for the general population 
(15). 

If head injuries alone sufficed to produce epilepsy, one should 
expect to find a high incidence among soldiers and civilians with 
head wounds. Actually, epilepsy is an infrequent complication, 
the incidence rate ranging from less than 5 per cent for head 
injuries of all types to about 35 per cent for the more serious 
cases (6) With respect to biochemical data, unselected epileptic 
patients tend to show greater than normal variability, but the 
findings are neither specific nor clear cut (10). 

Emotional Stress.—^Epileptic patients are often advised to 
avoid becoming excited, and it is undoubtedly true that a few 
cases are unfavorably affected by emotional disturbances How¬ 
ever, studies based on the reaction of epileptics to air raids sug¬ 
gest that the importance of emotional stress as a precipitating 
agent has been overemphasized. Fox (8) noted no increase in 
number of fits during the intense excitement and activity asso¬ 
ciated with air raids. At least 95 per cent of the patients were 
unperturbed by the dramatic experience. 

TREATMENT AND PROGNOSIS 

Attack Proper.—Little can or should be done while the attack 
IS m progress The short and relatively mild petit-mal attack 
requires no special attention With respect to the major convul¬ 
sion, it IS desirable to protect the patient from injury by plac- 
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ing some soft object under his head during the attack A hand¬ 
kerchief inserted in the mouth prevents biting of the tongue and 
lips, but this precaution is not always possible Foicefully pry¬ 
ing locked jaws apart may do the patient greater harm than 
good, and the would-be benefactor runs the risk of losing a finger 

Although terrifying to the spectator, grand-mal seizures are 
rarely fatal Apart from injuries resulting from the fall or from 
violent clonic movements, the patient suffers no serious ill effects 
Suffocation is a potential danger when attacks occur during sleep 
Massive doses of bromides are often used to terminate attacks of 
status epilepticus. Outcome m these cases is usually unfavor¬ 
able 

When violent excitement, confusion, and other psychotic mani¬ 
festations are associated with attacks, it is best to institutionalize 
the patient Institutionalization is also advisable in some in¬ 
stances w'here attacks are very frequent, home facilities are 
limited, or mental deficiency is a complicating factor In other 
cases, piecautions should be taken to ensure the welfare of the 
patient, as well as that of society, by prohibiting epileptics from 
driving cars or engaging in occupations where a fall or a brief 
period of unconsciousness means disaster 

Limiting Attacks.—There is no known cure for epilepsy, and 
prognosis is an individual matter. Some individuals have only 
a few attacks over a period of many years Others spontane¬ 
ously cease to have seizures as they grow older Surgery offers 
some promise m a very small number of cases where a circum¬ 
scribed brain area is affected For the vast majority of patients, all 
that can be done is to decrease the number of seizures, make them 
as comfortable as possible, and hold mental deterioration to a mini¬ 
mum A well-ordered but not inactive life, consisting of easily di¬ 
gested meals, regular hours, and some interesting but not arduous 
occupation, is a simple but sound program A ketogemc diet, rich 
in fats but poor in starch and proteins, has been found helpful, but 
the diet is so unpleasant that most patients regard the treatment 
as more objectionable than the occasional seizures. The same 
holds true for the dehydration treatment which aims at keeping 
the water intake to a minimum (29) 

Drug therapy provides by far the most effective procedure for 
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reducing the frequency of attacks The three drugs most ex¬ 
tensively used are bromides, phenobarbital or luminal, and 
sodium dilantm Continued administration often permits the 
individual to go for long periods without seizures It has been 
experimentally demonstrated that these drugs raise the convul¬ 
sion threshold (23) and have a normalizing effect on the brain 
rhjrthms (14). Drug therapy requires careful medical super¬ 
vision, since excessive doses may lead to confusion, sluggishness, 
and more serious complications Medication of this nature is 
only a palliative form of treatment When the drugs are dis¬ 
continued, the convulsions return, sometimes with increased 
frequency 

Personality Changes.—The patient as well as the attacks 
must be treated It is as important to maintain a cheerful and 
healthy personality as it is to reduce the number of convulsions. 
Many institutionalized cases and a substantial number of private 
patients are egocentric, bad-tempered, and hypersensitive. 
Apathy and general dullness are not uncommon Some years 
ago, Clark (2) maintained that traits of this nature were an ex¬ 
pression of an mherent epileptic personality that antedated the 
convulsions and predisposed the individual to them. Today this 
interpretation claims few followers The prevalent opinion (18) 
IS that these unfavorable traits follow, rather than precede, the 
onset of epilepsy and are in large measure the result of the per¬ 
sonal and social maladjustments of the patient 

The lot of an epileptic is not a pleasant one Shunned and 
feared by his associates, rejected or pampered by his family, and 
frustrated in his search for affection and employment, it is little 
wonder that some become despondent, sullen, or irritable. Much 
can be done to improve this situation by the psychological treat¬ 
ment of the patient and his family The first step is to persuade 
them to accept the disease openly Concealment and secrecy 
merely intensify the difficulties Oversolicitude or rejection on 
the part of the parents are equally undesirable The attitude 
of the parent toward the epileptic child should be the same as 
that toward a normal child 

Insofar as possible, the patient should lead an active life and 
share in the usual tasks and responsibilities of the home. He 
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should be encouraged to compensate for his affliction, to succeed 
in spite of it, as so many other epileptic patients have done The 
battle, however, will not be won until society’s prejudice has 
been overcome. As long as the epileptic is shunned by his asso¬ 
ciates and denied work and friendship, he will retaliate with 
stubbornness, egocentricity, and aggressiveness, or he will with¬ 
draw his interests from the outside world and become dull and 
apathetic 

One solution to the disinchnation of employers to hire epi¬ 
leptics is the establishment of special workshops This has 
been tried in some European countries with considerable success. 
Havmg a job that permits him to be at least partially self- 
supporting enhances the self-esteem of the patient and improves 
his outlook on hfe There is no better tonic for the personality. 

Intelligence.—The distribution of intelhgcnce among the 
healthy relatives of epileptic patients is about the same as that 
for the general population. Among private and clinical cases 
there are many individuals of outstanding mental ability How¬ 
ever, they are outnumbered by the many dull patients in insti¬ 
tutions, so that for the epileptic population as a whole the mean 
IQ IS from 10 to 15 points below average In general, idiopathic 
epileptic patients tend to be brighter than symptomatic epilep¬ 
tics (28). 

There are several factors contributing to the poor intellectual 
showing of persons with seizures. Cerebral injuries not only 
produce convulsions. They also interfere with normal mental 
development and thus lead to mental impairment ranging from 
imld retardation to complete idiocy Secondly, the attacks may 
exercise a detrimental effect in their own right by produemg 
brain lesions. Since performance on intelligence tests is influ¬ 
enced by amount of education, a third contributing factor is the 
irregular school attendance of epileptic children 

Mental retardation is most likely to result when convulsions 
occur early in life when the brain is highly vulnerable to injuries. 
In a group of children having onset of attacks before the age of 
SIX, Sulhvan and Gahagen (28) found a mean IQ of 83 as com¬ 
pared with a mean IQ of 90 for children with onset from ages 
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SIX to twelve Possibly because of their earlier onset, cases of 
long duration show greater mental impairment With a decrease 
in number and intensity of seizures, mental losses are checked 
and some patients show subsequent improvement on test per¬ 
formance (13) 

Contrary to what might be expected, there appears to be no 
significant correlation between frequency of attacks and subse¬ 
quent mental progress Children with frequent seizures do not 
decline mentally at a more rapid rate than do those having a 
few attacks (5). One significant point established by retest 
studies is the great individual variability Some exhibit slight, 
if any, loss in intelligence, others show a gradual but consistent 
decrease, and still others deteriorate rapidly 

Mental Deficiency.—^The prevalence of mental deficiency 
within the epileptic group, although considerably lower than 
formerly thought, is much higher than among the general popu¬ 
lation The probability of the occurrence of feeble-mindedness 
varies inversely with the age at time of the first attack Among 
mental defectives, the incidence of seizures increases inversely 
with mental level In one study, convulsions were noted m 11 
per cent of morons and 56 per cent of idiots (30) 

Deterioration.—A few patients undergo profound deteriora¬ 
tion involving all aspects of the personality. Their world is 
limited to simple biological functions. Interest in external 
events and in personal appearance and welfare is nil. There 
are no moments of enthusiasm, and spontaneity is completely 
lacking. Cerebration is either no longer possible or the effort is 
too great There is a paucity of ideas and an emotional poverty. 
Responses to simple questions are slow, and the voice is flat and 
monotonous. Physically, the patient is run-down and untidy 
The face, often marked with scars and discolored by medication, 
wears a vacuous expression The physical framework is still 
present but all traces of personality have been blotted out 

Fortunately, this end stage is reached by only a small propor¬ 
tion of epileptic patients and is hmited primarily to institution¬ 
alized cases The possible occurrence of two forms of epilepsy— 
deteriorating and nondeterioratmg—has been proposed by Pas- 
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tional differences between the two forms 


EDUCATIONAL ASPECTS 

It is best to excuse the epileptic child from regular school at¬ 
tendance when (a) the seizures are frequent and severe, (b) at¬ 
tendant confusion and personality disorders disturb or endanger 
other students, or (c) the IQ is below 80. If the child possesses 
normal or superior intelligence, it is desirable to retain him in his 
regular grade Under such cncumstances his classmates should 
be informed of the nature of attacks, so that their attitude will 
be one of understanding rather than disgust, fear, or ridicule 
In doubtful cases preference should be given to the welfare 
of the healthy students. Often this can be done without unduly 
penalizing the epileptic child, by home teaching or placement m 
a special class for handicapped, but not mentally defective, chil¬ 
dren. Of special significance is the vocational guidance of epi¬ 
leptics They should be encouraged to prepare for safe occupa¬ 
tions that will permit them to be self-supporting At the college 
level, the majority do satisfactory work, but many do not. 

EUGENIC IMPLICATIONS 

To marry or not to marry is a dilemma faced by many epi¬ 
leptics There are no fixed rules, each case must be decided on 
its own merits Important factors are the frequency and seventy 
of attacks and the personalities involved In fairness, as well as 
a precaution against subsequent repercussions, the intended 
marital partner should be completely informed of the true state 
of affairs, preferably by the patient’s physician. It is important 
to emphasize that marriage, intercourse, and pregnancy do not 
modify seizures. Domestic harmony is usually strained by the 
presence of seizures, and marriages often are unsuccessful. On 
the other hand, many persons with attacks are happily married 
Following marriage, there is the problem of children To the 
patient, torn between a desire for children and an unwillingness 
to pass on his affliction to his offspring, genetic studies offer a 
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direct and comforting answer. Only about 3 per cent of the 
children of epileptic parentage develop seizures (15, 19). Al¬ 
though this IS more than five times the expected incidence for 
unselected children, the actual risk is relatively low For ex¬ 
ample, if a parent subject to seizures has one child, the chances 
would be about 36 to 1 m favor of the child's being free of sei¬ 
zures. If he has three children, the chances would be about 12 
to 1 in favor of all three children’s being unaffected This prob¬ 
ability may be further reduced if the patient wisely centers his 
affection upon a healthy individual who has normal brain 
rhythms and nonepileptic relatives. 
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CHAPTER XVn 


MENTAL DEFICIENCY 

Mental deficiency is a condition of subnormal mental develop¬ 
ment, present at birth or early childhood and characterized 
mainly by limited intelligence and social inadequacy A small 
proportion of mental defectives are marked by physical and ana¬ 
tomical peculiarities, but the great majority resemble normal 
individuals in general appearance, with the exception that their 
physical development is usually inferior Commonly used terms 
that are synonymous with “mental deficiency” are feehle-mind- 
edness, amentia, and oligophrenia. 

Incidence.—The incidence of mental deficiency is dependent 
upon the stringency of the criteria employed and the age group 
studied An unusually large proportion of the feeble-minded die 
early in life, so that the prevalence rate decreases with age It is 
quite likely that as high as 5 per cent of infants under two years 
of age may be considered mentally defective During the school 
years, the proportion drops to about 2 to 3 per cent, and by adult¬ 
hood the feeble-minded constitute 1 per cent of the population 
(14, 34) On the basis of these estimates, there are more than 
1,000,000 mental defectives in the United States Of this num¬ 
ber, only about 100,000, or less than one-tenth, are in institu¬ 
tions The remainder are cared for, often inadequately, in their 
own homes. 

Because of diagnostic difficulties and the presence of selective 
factors that may favor or hinder the detection of mental defi¬ 
ciency, it IS impossible to state with any degree of certainty 
whether the incidence of feeble-mindedness is related to such 
factors as sex, race, and environment The available data, how¬ 
ever, suggest that mental deficiency is more prevalent among 
males than females, and more common in rural than urban areas 
(14, 30). The incidence rate among Negroes is higher than 
among whites Ordinal position in the family is apparently 
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without significance. With maternal age held constant, the num¬ 
ber of oldest, youngest, and middle children affected with mental 
deficiency agrees closely with theoretical expectancy (24) 


GENERAL CHARACTERISTICS 

Limited Intelligence.—^Intelligence is a complex function that 
has been defined as the ability to learn useful information and 
skills, adapt to new problems and conditions of life, profit from 
past experiences, engage in abstract and creative thinking, em¬ 
ploy critical judgment, avoid errors, surmount difficulties, and 
exercise foresight. The feeble-minded are markedly deficient m 
all these attributes Their learning capacity, especially for ab¬ 
stract material such as reading and arithmetic, is so limited that, 
as children, the duller ones are excluded from school as ineducable 
and the brighter are placed in special classes where the curricu¬ 
lum IS greatly simplified. 

The teaching of mental defectives is a slow and tedious process 
Learning depends more on rote memory than on understanding 
Day after day, the same errors are repeated. Only the brightest 
among the feeble-minded can be taught to read, write, and do 
simple arithmetic Moreover, these skills are soon lost unless 
they are constantly reinforced by review However, it must not 
be inferred from this that mental defectives are totally lacking 
m intelligence. The absence of mtelligence is relative rather 
than absolute Even the lowest ament possesses some rudi¬ 
mentary intelligence, and high-grade defectives possess about 
two-thirds as much intelligence as normal individuals 

As IS shown in Fig. 13, there is no sharp line of demarcation 
between the average and the feeble-minded person The differ¬ 
ence is one of degree The range of human intelligence is con¬ 
tinuous. Mentally defective, dull, average, bright, and superior 
individuals are separated from adjoining levels by imperceptible 
gradations The feeble-minded are as inferior in mental ability 
to average children as average children are inferior to the men¬ 
tally superior This relationship may be expressed quantita¬ 
tively on the basis of the IQ concept. 

The IQ, or intelligence quotient, is a measure of brightness 
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obtained by dividing the individual’s mental age, as determined 
by objective tests, by his chronological age. In calculating the 
IQ of adults, the chronological age is taken as fifteen, since most 
individuals attain their maximum level of intelligence at about 
that age To eliminate the use of decimals the resulting quo¬ 
tient IS multiplied by 100 Thus if a ten-year-old child had a 
mental age of 10, he would have an IQ of 100, if his mental age 
were 12, he would have an IQ of 120, and if his mental age were 
8, he would have an IQ of 80 



Fia 13 —The distnbuUon of intelligence in the general population The grada 
tion fiom mental deficiency to superiority is continuous Relatively few indi¬ 
viduals ai e located at the low and high end of the intelligeneo scale 

Surveys based on thousands of children have shown that the 
distribution of intelligence in the general population is beU- 
shaped Most children have mental ages closely similar to their 
chronological ages These individuals possess average or normal 
intelligence, and their range of IQ is arbitrarily set as from 90 to 
110 In any large unselected group of children, there will be 
found a considerable number who have IQ’s below 90 and an 
equal number with IQ’s above 110 As we go down the scale 
from 90 IQ and up the scale from 110 IQ, the number of cases 
gradually decreases, but there are as many children who deviate 
10, 30, or 50 IQ points below the average as there are persons 
who deviate 10, 30, or 50 points above the average 

For convenience in classification, individuals who are some¬ 
what brighter than the average and have IQ’s ranging from 110 
to 130 are considered bright, and persons with IQ's over 130 are 
called superior At the other end of the scale, individuals with 
IQ’s ranging from 70 to 90 are classified as dull and mdividuals 
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with IQ’s under 70 are classified as mentally defective These 
limits are purely arbitrary Instead of using an IQ of over 130 
to designate the superior group and an IQ of less than 70 to 
designate the feeble-minded group, we could assume IQ’s of over 
135 and under 65 as the critical criteria The important point 
IS that neither the mentally superior nor the mentally defective 
are special groups sharply separated from the average. In each 



Fia 14—comparison of the mental-growth curves of normal (average) and 
mentally defective children 

instance, the deviations from the normal are continuous and 
gradual 

The usual mental-growth curves of the feeble-minded as com¬ 
pared with that of normal children are shown in Fig 14. Most 
mental defectives exhibit a pattern of mental development simi¬ 
lar to that of normal children (Type A), but they start life with 
less mental ability, show a slower rate of annual increase, and 
reach their maximum level at an earlier age. In a minority of 
cases (Type B). the growth curve is normal for a few years and 
IS then arrested for reasons that will be considered later iii the 
chapter In exceptional instances, there may be an actual de¬ 
cline in mental capacity followmg an arrest in development 

Social Insufficiency.—In addition to their deficiency in learn¬ 
ing ability and other mental functions that may be measured by 
intelligence tests, the feeble-minded are incapable of adequate 
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self-care, self-support, or self-management in society. As chil¬ 
dren, they require an undue amount of assistance They must 
be fed and dressed until a late age, carefully protected against 
accidents, supervised in their play with other children, and con¬ 
stantly told what to do Unable to compete on equal terms with 
children of their own age, they generally prefer to associate with 
younger children. 

As adults, they are largely dependent upon others for their 
economic welfare In a study of extent of self-support among 
nomnstitutionalized adult mental defectives, the British Mental 
Deficiency Committee (37) found that only 14 per cent of the 
men were almost self-supporting, 46 per cent were partially self- 
supporting, and the remainder contributed nothing Among 
female defectives living in the community, the degree of self- 
support was even lower 

In addition to their economic inadequacy, adult mental defec¬ 
tives are incapable of handling their personal and social affairs 
with ordinary prudence Unless guided and controlled, they are 
apt to engage m socially undesirable behavior, especially steahng, 
general destructiveness, and sex delinquencies In this connec¬ 
tion it IS well to note that the antisocial and immoral actions of 
the feeble-minded are not due to any inherent badness Like 
young children, mental defectives have little control over their 
impulses, their sense of right and wrong is poorly developed, and 
their behavior is determined by the immediate situation Neg¬ 
lectful or Ignorant of the consequences of their actions, they will 
steal when tempted, retahate with destructiveness when angered 
or thwarted, and give free expression to their sexual urges when 
stimulated With proper supervision these asocial reactions may 
usually be controlled 

The socioeconomic aspects of amentia have been especially 
emphasized by English writers. The 1929 Wood report (37, p 
10) defined mental deficiency as "a condition of incomplete de¬ 
velopment of mind of such a degree or kind as to render the 
individual incapable of adjusting himself to his social environ¬ 
ment in a reasonably efficient and harmonious manner and to 
necessitate external care, supervision, or control ” 

In this country, the social criterion has been championed by 
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Doll (7), who has devised a special test, the Vineland Social 
Maturity Scale, for measuring social development. The test 
consists of many items involving self-help m eating and dressing, 
locomotion, occupation, communication, self-direction, and so¬ 
cialization These are arranged in age sequence from birth to 
maturity. By determining a person’s level of performance on 
the test, it IS possible to obtain his social age Dividing the social 
age by the chronological age gives a social quotient, or SQ, which 
may be used to supplement the IQ in arriving at a diagnosis of 
feeble-mindedness. 

Other Mental Functions.—It is difficult to arouse, and hold 
the attention of, mental defectives Their interests are few and 
they are easily distracted. As a consequence, they are relatively 
incapable of persistent application to any task Their memory 
span is extremely limited and their power of retention is poor 
To be understood, instructions must be brief and simple Their 
reactions to woids and pictures are characterized by a poverty of 
associations Mental defectives have little imagination or crea¬ 
tive ability The brighter ones may engage in simple daydreams 
dealing with immediate wishes, but the lower grades are quite 
content to rest their feeble brains Thinking is too strenuous 
and is generally avoided 

Drives and Emotions.—The development of drives and emo¬ 
tions varies greatly with the degree of feeble-mindedness Some 
of the lowest grades fail to show even basic self-preservation 
drives. They give little or no overt manifestations of hunger or 
thirst and make no attempt to avoid injurious stimuli. Their 
emotional life is inferior to that of many animals At the inter¬ 
mediate level, biological drives, with the possible exception of 
heterosexuality, are usually well developed, but the affective life 
is mainly limited to the simpler emotions of pleasure, fear, anger, 
hate, and surprise The highest grades experience about the 
same range of emotions as normal individuals, but their feelings 
are lacking m richness, subtlety, and intensity They rarely ex¬ 
perience complex sentiments involving honor, duty, and social 
righteousness (36) 

Personality.—^No two mental defectives have precisely the 
same personality, but individual differences appear to be less 



360 


ABNORMAL PSYCHOLOGY 


pronounced than among the general population Among the 
feeble-minded, it is rare to find persons who might be described 
as dynamic, charming, forceful, vicious, obnoxious, or otherwise 
outstanding The great majority of defectives are colorless, 
tractable individuals As a group, they tend to be submissive 
and easily influenced In temperament, they are usually stable 
and apathetic, but a fair number are unstable and excitable (36) 
Organismic Inferiority.—^The subnormality of the feeble¬ 
minded IS most marked with respect to mental and social de¬ 
velopment, but it IS by no means limited to these fields. As a 
group, they suffer from a general structural and functional in- 
ferioiity of the entire organism They learn to walk and talk 
at a much later age than average children, and they rarely gam 
proficiency m these simple functions (20, 35) Their speech is 
often defective and they tend to walk with a shuffling gait. 
Sensory discrimination is less acute than in normal individuals 
Visual and auditory defects are common at all levels The lower 
grade detectives appear to be relatively insensitive to pain, ob¬ 
noxious odors, and disagreeable tastes (36) 

Although less retarded in motor coordination than in language 
development, mental defectives fall short of normal performance 
on tests of manual dexterity or mechanical ability. Physically, 
the great majority are undersized, unhealthy looking, and af¬ 
flicted with a high incidence of anatomical and physical defects. 
They possess far less strength and endurance than the average 
person. Their resistance to physical diseases is low, and their 
mortality rate is much higher than that for the general popula¬ 
tion The organismic inferiority is roughly proportional to the 
degree of mental deficiency (10) 


DEGREE OF DEFICIENCY 

Depending on the extent of their defect, the feeble-minded 
are classified as idiots, imbeciles, and viorons (8). This is an 
aitificial division, since the three groups are not separated by 
any sharp line of demarcation The gradation from one level 
to the next is continuous 
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Idiocy is the lowest grade Idiots have IQ’s under 20, and 
their maximum level of mental or social development is less than 
three years Even as adults, they must be cared for as if they 
were infants They require assistance in dressing, washing, and 
eating and must be protected against common physical dangers 
They possess less capacity for self-care than animals Language 
is limited to a few simple words or grunts 

Imbecility is an intermediate state Imbeciles have IQ’s from 
20 to 50 They may attain mental ages ranging from three to 
seven and a half years They can be taught to care for their 
simple bodily needs and to protect themselves against common 
physical danger, for example avoiding fire, getting out of the way 
of an approaching car, and coming in out of the lam. They are, 
however, incapable of profiting from ordinary schoolwork With 
intensive training, the most gifted imbeciles, when fifteen years 
of age, can baiely master first-grade work If physically well 
developed, they may be trained to run errands, sweep floors, feed 
animals, and do simple weeding They are incapable of earning 
their own living and must be closely supei vised as well as sup¬ 
ported 

Moionity is the highest giade of mental deficiency. There is 
no universally accepted upper level of intelligence. Mental age 
may range from seven and a half to ten and a half years. Per¬ 
sons with IQ’s from 50 to 60 are usually regarded as morons, but 
persons with IQ’s from GO to 70 may also be diagnosed as mental 
defectives. A deciding point is their social maturity The Eng¬ 
lish Mental Deficiency Act of 1913 defines morons as “persons 
in whose case there exists fiom birth or from an early age mental 
defectiveness not amounting to imbecility, yet so pronounced 
that they require care, supervision, and control for their own 
protection or for the protection of others, or, m the case of chil¬ 
dren, that they, by reason of such defectiveness, appear to be 
permanently incapable of receiving proper benefit from the in¬ 
struction m ordinary schools ” 

When properly taught, morons can learn to read, write, and 
do simple arithmetic They rarely, however, attain scholastic 
achievements beyond the fourth-grade level Under favorable 
circumstances they are capable of earning a living or at least 
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contributing to their support. Morons may be trained to do 
general housework, ordinary laundry work, set table, mow lawns, 
distribute newspapers, and care for animals. If carefully man¬ 
aged, they may do satisfactory farm and factory work of a semi¬ 
skilled nature However, even self-supporting defectives are 
incapable of independent social adjustment Unless supervised, 
they spend their earnings foolishly, make no plans for the fu¬ 
ture, and are prone to engage in undesirable and delinquent social 
activities 

To a less marked degree, the interrelationship noted above for 
the three groups also holds for physical traits. The average 
moron is taller, stronger, has fewer physical defects, and en¬ 
joys a longer life span than the average imbecile. In turn, the 
average imbecile has a better physique, fewer physical defects, 
and a longer life span than the average idiot (5, 6). 

The number of imbeciles is greater than the number of idiots, 
and the number of morons exceeds the number of imbeciles and 
idiots combined Field surveys (14) indicate that for every 100 
mental defectives in the general population, 5 are idiots, 20 are 
imbeciles, and 75 are morons Since the lower grades require 
more care and supervision than morons, figures based on insti¬ 
tutionalized cases show a relatively higher proportion of idiots 
and imbeciles For every 100 mental defectives admitted to state 
institutions each year, about 15 are idiots, 30 are imbeciles, 45 
are morons, and the remainder are unascertained (22) 


FAMILY BACKGROUND 

Morons are found at all social strata, but the great majority 
are concentrated in slums and deteriorated farm areas The 
children of the unskilled and semiskilled groups include a much 
higher proportion of morons than do the children of the profes¬ 
sional, business-clerical, and skilled groups On the other hand, 
idiots and imbeciles are noted with about equal frequency in all 
types of districts and at all cultural and occupational levels In 
classifying the homes of mentally defective children living in 
representative areas of England and Wales, Lewis (14) found 
that 11 per cent of the morons, 30 per cent of the imbeciles, and 
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33 per cent of the idiots came from good or superior homes; 
whereas 62 per cent of the morons, 35 per cent of the imbeciles, 
and 27 per cent of the idiots came from poor or very poor homes 

The cultural superiority of the lower grade defectives has been 
further confirmed by the study of the mental status of relatives 
of mental defectives Several mvestigators have observed a 
higher incidence of feeble-mmdedness among the relatives of 
morons than among the relatives of idiots and imbeciles, and 
on standardized intelligence tests, relatives of higher grade de¬ 
fectives earn lower scores than relatives of lower grade defec¬ 
tives (27). 

One explanation for this inverse ratio between degree of defi¬ 
ciency and cultural status is that a large number of idiots and 
imbeciles are defective because of birth injuries, endocrine dis¬ 
turbances, and other external agents that may strike at random 
in the population. Children so affected have a better chance of 
survival if their parents can afford prolonged nursing and medi¬ 
cal care. A second explanation is that idiots and imbeciles are 
often the product of recessive hereditary factors, whereas morons 
more frequently owe their mental status to the interaction of 
dominant additive genetic factors Stated less technically, 
heredity operates somewhat differently among idiots and im¬ 
beciles than among morons. In the former groups, the parents 
are more often normal or above average m intelligence, but each 
parent passes on to the offspring recessive genes that, when com¬ 
bined m the child, result m mental deficiency. With respect 
to morons, the genetic factors, being more dominant, are more 
likely to produce mental retardation in the parent as well as the 
offspring, but usually the mental defect is less pronounced in the 
parent. 

CLASSIFICATION 

There are many types of mental deficiencies Each type has 
a more or less independent origin and is characterized by dis¬ 
tinctive symptomatic features The two systems of classifica¬ 
tion that have gained widest recognition are those proposed 
by Tredgold and by Lewis. 
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Primary-Secondary,—Tredgold (36) has divided amentia into 
two mam formsj which he has called primary and secondary All 
degrees of deficiency may occur in either form, but there is a 
tendency for secondary aments to be less intelligent than pri¬ 
mary aments Primary amentia includes all cases where the 
mental deficiency is hereditary or due to some impairment of the 
germ cells which precludes the possibility of normal mental 
growth and independent social adaptation Tredgold estimates 
that 80 per cent of mental defectives are of the primary type 
Seventy-three per cent present no distinguishing physical fea¬ 
tures They are classified as simple primary aments Five per 
cent are Mongols, and the remaining 2 per cent are microcephal¬ 
ies, sclerotics, and other rare types. 

Secondary amentia includes all clinical varieties in which 
there is no inherent germ impairment but m which normal men¬ 
tal development is interfered with by adverse external factors 
acting after fertilization Secondary amentia is acquired rather 
than inherited. Thus a child may inherit genes having the 
potentiality of producing a perfectly normal brain, but he may 
become feeble-minded as a consequence of cerebral damage oc¬ 
curring before or after birth. The extent of mental retardation 
depends on the nature and site of the brain injury and the age 
of the child. Cortical destruction occurring before birth or dur¬ 
ing infancy usually results m more severe mental defects than 
injuries occurring in later years Twenty per cent of all aments 
are classified as secondary Eleven per cent are due to lesions of 
the brain or membranes following infections, 5 per cent to trau¬ 
matic brain injuries, 2 5 per cent to imperfection of brain devel¬ 
opment caused by deprivation of hormones, nutritional defi¬ 
ciencies, or social isolation, and 1 5 per cent are due to arrest of 
neuronic development as an incidental phase in a degenerative 
process. 

The mam objection against this classification is that m a large 
proportion of cases it is impossible to decide whether the mental 
deficiency is of a hereditary or an acquired nature As Tred- 
gold concedes, unfavorable environmental influences are often 
present m primary amentia, and many workers find it difficult to 
evaluate the importance of these external factors. Tredgold dis- 
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poses of this objection by regarding adverse external influences 
in cases of primary amentia as concomitant, rather than con¬ 
tributory, factors 

Subcultural-pathological.—^Lewis (15) has classified mental 
defectives into two mam categories, the subcultural and the 
pathological. Most feeble-minded individuals are of the sub¬ 
cultural type. In mental endowment they differ only quanti¬ 
tatively from the normal population In the same way that 
short people represent the low end of the height scale of the gen¬ 
eral population, subcultural aments represent the low end of the 
intelligence scale of the general population. Pathological aments, 
on the other hand, do not represent the extreme end of normal 
variation They are a distinct group differing as sharply in 
mental make-up from the general population as dwarfs differ in 
height 

Even with respect to physical traits, the pathological group 
deviates more markedly than the subcultural from the general 
population Subcultural aments for the most part resemble nor¬ 
mal people m general appearance, but pathological aments ex¬ 
hibit anatomical and physical abnormalities. Although all de¬ 
grees of deficiencies may occur in either group, subcultural 
aments are generally brighter Heredity is the mam factor m 
the production of subcultural cases, and pathological amentia is 
invariably associated with, and usually due to, some definite 
organic lesion or abnormality. According to Lewis, aments of 
the pathological variety are found evenly distributed among all 
sections of the community, but the subcultural group is concen¬ 
trated m slum areas Although far less rigid, this classification 
IS somewhat similar to that suggested by Tredgold Most of the 
clinical types classified under the heading of secondary amentia 
are pathological cases, but Lewis also includes in the pathological 
category some types of feeble-mindedness regarded by Tredgold 
as examples of primary amentia. 


ETIOLOGICAL AND PREDISPOSING FACTORS 

Heredity.—There are many causes of feeble mindedness, and 
a large number of cases are the result of the interaction of two 
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or more contributory factors Family and twin studies, how¬ 
ever, indicate that heredity is the outstanding cause. From 60 
to 75 per cent of mental defectives come from families having a 
history of feeble-mindedness or borderline intelligence (11, 23). 
Where heredity is constant, as with identical twins, it is rare to 
find one twin normal and the other feeble-minded. In a study 
of identical and fraternal twins selected on the basis that one 
member of each pair was a mental defective, Rosanoff and his 
associates (32) found that both co-twins were mentally defective 
in 91 per cent of the identical, and in 53 per cent of the fraternal, 
twin pairs. Similar findings have been reported by Juda (13) 

Other Causes.—Brain abnormalities associated with birth 
injuries, infectious diseases, endocrine imbalances, epilepsy, and 
other neurophysiological disorders account for about 25 per cent 
of cases. There is no scientific basis for the prevalent belief that 
alcoholic parents are prone to give birth to feeble-minded chil¬ 
dren. The intelhgence of the children of aleohohc parents is 
determined by the mtelligence of the parents. Mentally re¬ 
tarded alcoholic parents frequently have dull children, but intel¬ 
ligent alcoholic parents usually have intelligent children 

Consanguinity is a second alleged cause of amentia that is 
frequently exaggerated. Children resulting from the mating of 
cousins or other close relatives run an increased risk of being 
mentally defective only when defective recessive characters re¬ 
sponsible for various forms of amentia are present in the family 
stock Under this condition, consanguineous matings tend to 
concentrate the defective genes in the offspring, thus increasing 
the possibility of their overt manifestation When the family 
stock is sound, the offspring of consanguineous matings suffer 
no deleterious mental effects. 

CLINICAL TYPES 

Simple.—From 60 to 70 per cent of mental defectives present 
no distinguishing physical characteristics They look very much 
like normal persons, with the exception that, as a group, they 
have less attractive features, are undersized, and have a larger 
number of physical defects Studies of the brains of these indi- 
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viduals show no specific abnormalities About two-thirds are 
morons and the remainder are mainly imbeciles. 

Although unfavorable environmental surroundings and lim¬ 
ited education may accentuate the degree of mental defect as 
measured by mtelhgence tests, it is generally agreed that the 
basic cause of simple feeble-mmdedness is heredity Most men¬ 
tal defectives of this type are the offspring of dull parents who 
are unskilled workers. It is not rare to find more than one men¬ 
tal defective m the same family, but, because of normal varia¬ 
tions in intelligence that exist m all families, the brothers and 
sisters of mental defectives usually have IQ’s ranging from 80 
to 95. A small number of simple aments, however, come from 
fairly good homes In such cases it may be assumed that al¬ 
though the parents possess average, or above average, intelli¬ 
gence, they are the carriers of defective recessive genes that may 
occasionally result m one or more of their children being men¬ 
tally defective (23) 

Mongolism—Mental defectives whose facial features bear a 
superficial resemblance to Oriental people are classified as Mon¬ 
gols The disease occurs among Negroes as well as whites (18), 
and it IS probable that Oriental children are also affected 
Wealthy and intelligent parents are as likely to give birth to 
Mongol children as are the poor and illiterate It has been esti¬ 
mated that close to 50 per cent of children diagnosed as feeble¬ 
minded during the first year are Mongols In later years, how¬ 
ever, Mongolism constitutes only about 5 per cent of the total 
mental defective group This is partly due to the early death 
of Mongols and partly to the fact that, with increasing age, other 
defective children who escape detection m infancy are eventu¬ 
ally recognized as feeble-minded 

Mongols appear to be alert, lively, and bright, but test results 
show that about two-thirds are imbeciles and the remaining one- 
third are idiots. Speech is greatly delayed and some never learn 
to talk In personality make-up they are generally affectionate, 
good-natured, and tractable. The principal physical anomalies 
are listed below These characteristics, apparent from birth, 
are not present in the same degree in all Mongols, and some of 
the traits are totally lacking in individual cases. As a group, 
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however, unrelated Mongols look sufficiently alike to be mis¬ 
taken for brothers and sisters (Fig. 15). 

Common Physical Traits of Mongols 

Skull IS small and rounded 

Front and back of the head are flat 

Prominent cheelcbones 

Eyes have a downward and inward slope. 

Tongue is usually large, flabby, and deeply fissured 

The mucous lining of the nose and mouth is frequently defective 

Stature is short, and underweight is prevalent 

Hands are broad, stubby, and flabby 

Thumb and little finger are abnormally short 

A wide space is often present between first and second toes 

Nose IS short and squat, with a depiessed bridge 

Lips are often thick and turned out 

Ears are of unusual size and shape 

Dentition is delayed and irregular 

Joints are extremely lax and mobile 

At times. Mongolism has been interpreted as caused by 
syphilis, parental alcoholism, reversion to a previous ancestral 
type, vitamin deficiency, endocrine imbalance, the use of contra¬ 
ceptives, diminished viability of the ovum, exhaustion of the 
mother, fetal injuries, incomplete prenatal development, and 
heredity Experimental findings lend support to two main the¬ 
ories, the intra-utenne environment and heredity 

The former theory is based on the well-established fact that 
mothers of Mongol children are usually considerably older than 
mothers of normal children (3, 25). Because of the advanced 
age of the mother, the Mongol child is frequently the last child 
born in the family. The age of the father is insignificant These 
observations have prompted several investigators to attribute 
Mongolism to rigidity or pathology of the uterus and various 
vascular, endocrinological, and nutritional deficiencies that are 
more apt to be present in older women, and in women who have 
already given birth to many children, than in young women 
having their first child 

A criticism of this theory is that Mongols may be born to 
women of all ages and may occur in any position in the family, 
Also, It IS not uncommon for a mother who has given birth to a 
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Fig is —Some cliiucal types of mental defectives (A) hydrocephalic baby, (Bl 
Mongolian idiot, (C) cretin dwarf, (D) simple ament holding a microcephalic idiot, 
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Mongol child to have normal children subsequently. These 
criticisms, naturally, do not completely rule out the importance 
of the age of the motlier anti tlic significance of the intra-uterine 
environment. Hemorrhagt's and uteiinc disturbances, present 
during an earlier pregnancy that resulted in the birth of a Mon¬ 
gol, may not be present durmg subsequent normal births More 
damaging evidence against the mtra-uterme theory is provided 
by an analysis of twin births If the age and physical condi¬ 
tion of the mother were the cause of Mongolism, it would be 
logical to assume that in the case of twins, if one member were 
a Mongol, the other should be siimlarly affected. Actually, many 
cases have been reported where one of a twin pair was a Mongol 
and the other was perfectly normal 

In addition to weakening the mtra-uterine theory, data based 
on Mongohsm in twins strengthen the hereditary theory It 
has been observed that in all cases where both members of a 
twin pair have been Mongols, the twins have always been of the 
same sex; but in all cases where the twins have been of the 
opposite sex, only one member of each pair has been a Mongol 
(31) Since identical twins are always of the same sex and 
opposite-sexed twins are always fraternal, these data strongly 
emphasize the significance of genetic factors. Family studies 
lend additional support to heredity. As has been noted by Pen¬ 
rose (24), Mongohsm occurs in about 1 out of every 1,000 chil¬ 
dren born in the unselected general population, but m families 
where one member is a Mongol, 1 out of 50 children born to blood 
relatives is also a Mongol 

Microcephaly.—Popularly called “pinheads,” rmcrocephalics 
are mental defectives having tiny heads. Less than 1 per cent 
of the feeble-minded population are of this type Microcephalies 
tend to be uninhibited in their emotional expressions, and they 
are restless and quick in their movements A few possess the 
mental ability of morons, but the great majority are imbeciles 
and idiots They are somewhat below average in stature apd 
have a relatively short life span Their brains are small and 
poorly developed The cause of microcephaly is not definitely 
known There is some evidence that mothers who, for thera¬ 
peutic purposes, are subjected to pelvic X-ray irradiation during 
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pregnancy are likely to give birth to microcephalies. In a study 
of 53 mothers who received pdvic X-ray irradiation treatment 
durmg the period of their pregnancy, Murphy (19) noted that 
26 per cent of the children who had been exposed to X rays 
while in utero were microcephalies. Although admitting the 
picscnco of abnormalities of the fetal environment in some in¬ 
stances, Trcdgold beheves that most cases of microcephaly are 
Ihe result of pathological variation of the germ ceU (36). 

Traumatic Amentia.—Bram injuries account for about 5 to 
10 per cent of all cases of mental defect The cerebral damage 
may be inflicted before, during, or after birth, but most cases 
are due to intracranial lesions and hemorrhages occurring dur¬ 
mg birth. In the latter cases, there is usually a history of diffi¬ 
cult labor, with or without instrumental delivery. Severe head 
injuries occurring before or after birth occasionally result in 
mental deficiency This explanation is greatly overemphasized 
by mothers, who usually attribute the mental retardation of 
their children to an accident they had while they were pregnant 
or to a head injury experienced by the child as a result of a fall 
during infancy 

The after-effects of brain injuries vary with the location and 
extent of the lesions Following birth injuries, some children 
exhibit no serious posttraumatic mental or physical impairment, 
others may present only physical symptoms or only mental de¬ 
fect, and stiU others may exhibit mental deficiency accompanied 
by spastic motor paralysis or convulsions, or both. The degree 
of mental defect present in traumatic amentia may range from 
idiocy to high-grade moronity (9) 

Hydrocephaly.—When cerebral spinal fluid collects in exces¬ 
sive amounts inside the head cavity, as a result of some obstruc¬ 
tion m the path of circulation or insufficient absorption, it pro¬ 
duces a general enlargement of the skuU. The resulting large 
cranium is techmeaUy known as hydrocephalus The fluid may 
collect in the ventricle spaces within the brain or in the sub¬ 
arachnoid space outside the bram The former is called inner 
hydrocephalus; the latter, external hydrocephalus. External 
hydrocephalus is rarely associated with mental deficiency. Per- 
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sons suffering from inner hydrocephalus may exhibit all degrees 
of mental deficiency or they may possess normal intelligence. 
Hydrocephaly accounts for about 1 per cent of feeble-minded 
cases It IS often accompanied by a paralysis of the limbs, espe¬ 
cially the legs Some of the many stated causes of hydrocephalus 
are congenital syphilis, intracranial birth injuries, brain tumors, 
and meningitic inflammations. The condition may be present 
at birth or may develop subsequently. The disease process tends 
to be progressive, but spontaneous cures and arrest in develop¬ 
ment at a stationary level occasionally occur. Prognosis varies 
with age; the younger the age of onset, the less favorable the out¬ 
come. Attempts to treat the disease by surgical operations, the 
draining of excess fluid, and other measures have met with doubt¬ 
ful success (17) 

Cretinism.—About 1 per cent of mental defectives admitted 
to public institutions owe their condition to a deficiency of 
thyroxine, the hormone of the thyroid gland, during infancy or 
early childhood The thyroid deficiency is due to a relative ab¬ 
sence of iodine in the diet of the child Cretins are malformed 
dwarfs with a bloated appearance Their dry skin hangs in 
folds; the mouth, half opened by an oversized tongue, is further 
distorted by thick lips; and swollen eyelids frame the small luster¬ 
less eyes Because of their low metabolic rate, unoxidized food 
accumulates in the body to produce obesity Emotionally, cre¬ 
tins are dull and apathetic The brain, like other tissues, fails 
to develop normally About 80 per cent are imbeciles or morons 
If initiated early in the course of the disease, thyroid medica¬ 
tion wiU often bnng about a disappearance of the physical 
symptoms and some mental improvement. In established cases, 
treatment is relatively ineffective 
Congenital Syphilis.—Children born to syphilitic mothers are 
sometimes infected with the disease through the placental cir¬ 
culation while still in utero Many of these cases terminate 
m abortion or are born dead Of those born alive, a large pro¬ 
portion show normal mental development, but others are re¬ 
tarded or feeble-minded The relative importance of syphilis in 
the production of amentia is often exaggerated Most authori¬ 
ties (1) agree that less than 5 per cent of mental deficiency is 
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directly due to congenital syphilis Some children who have a 
positive Wassermann really owe their mental defect to the fact 
that their mothers were feeble-minded as well as syphilitic. 

Most mental defectives with congenital syphilis are idiots or 
imbeciles It is not uncommon for these cases to be afflicted 
with various physical handicaps, especially paralysis of the limbs, 
epilepsy, blindness, and deaf-mutism, A diagnosis of mental 
deficiency with congenital syphilis is generally restricted to 
syphilitic children who present signs of feeble-mmdedness dur¬ 
ing infancy or early childhood Infected children who show nor¬ 
mal mental growth until about puberty and then deteriorate are 
diagnosed as having juvenile paresis. In both types, treatment 
IS ineffective, and prognosis is very unfavorable 

Sclerotic Amentia.—This form of amentia, which is respon¬ 
sible for less than 1 per cent of mental deficiency, is character¬ 
ized by an overgrowth of neuroglia, the network of structures 
that supports the nervous elements of the brain. The etiology is 
unknown When the overgrowth of supporting cells is limited 
to certain circumscribed areas of the bram, the condition is called 
tuberous sclerosis The main symptoms are pronounced men¬ 
tal defect, convulsions, and fatty tumors of the face When 
the overgrowth of neuroglia involves large areas of the brain, 
the disease is referred to as diffuse sclerosis. In such cases the 
skull may be greatly enlarged. This form of amentia can be 
differentiated from hydrocephaly by the shape of the head and 
skull (36). 

Amaurotic Family Idiocy.—^Also known as Tay-Sachs disease, 
this IS a rare form of amentia occurring in about 1 out of 500 
institutionalized mental defectives It is essentially a neuro¬ 
logical disorder characterized by diffuse degeneration of brain 
cells, which leads to progressive blindness, wasting of the limbs, 
and mental enfeeblement Although an infantile and a juvenile 
form have been described, the symptoms are the same, the only 
difference being the age of onset The disease is indented as a 
Mendelian recessive. It is never transmitted directly from pa¬ 
tient to offspring, because death generally occurs before puberty 
The only mode of transmission is through the mating of persons 
who, although free of overt symptoms, are carriers of the defec- 
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tive genes Almost all of the cases that have been described have 
been the offspring of intermarrying pedigrees or of consanguin- 
eons matings In this country the disease has been confined 
primarily to Jewish children, but its occurrence has been noted 
in other groups The infantile form appears to be more com¬ 
mon among Jews; the juvenile form occurs mainly among non- 
Jews (33). 

Phenylpyruvic Oligophrenia.—The presence of phenylpyru- 
vic acid in the urine of less than 1 per cent of mental defectives 
has recently been reported by several investigators These cases 
show relatively similar motor anomalies and are usually classi¬ 
fied as idiots or imbeciles. Prehmmary data suggest that this 
is a hereditary type of mental deficiency, determined by a single 
pair of recessive genes (12). 

Other Rare Forms.—In addition to the types discussed above, 
there are a number of rare forms of mental deficiency that are 
mainly of interest to the specialist. A detailed description of 
these medical curiosities has been furnished by Tredgold (36) 

IDIOTS SAVANTS 

Mental defectives possessing exceptional talents or aptitudes 
are somewhat misleadingly described as idiots savants They 
are neither idiots nor savants Usually they are high-grade 
imbeciles or morons, and their talents, judged by normal stand¬ 
ards, are either mediocre or are limited to some special memory 
feat that has no practical value There is also a good probabil¬ 
ity that many so-called idiots savants are really schizophrenic 
patients The condition is rare 

Many large institutions have one or two patients who possess 
good mechanical ability, are proficient in drawing or music, or 
have excellent memories A more dramatic talent, observed in 
a few defectives, is the ability to state the clay of the week of any 
calendar date If asked what was the day of the week on Sept 
10, 1905, they will give the correct answer—Sunday—within 5 
to 10 seconds This also applies to future dates One patient, 
when asked on what day Mar. 20, 1952, would fall, correctly 
answered “Thursday” in three seconds. 
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Several cases of this type have been studied in Europe, and the 
author has examined three such cases iii this country These 
three cases had IQ’s ranging from 45 to 68 On arithmetic tests 
all scored below the fourth-grade level How they calculate the 
date with as little intelligence and arithmetical ability is a mys¬ 
tery When asked to explain their method, some refuse to tell. 
Others, intentionally or otherwise, give a confused account. One 
method is described below.^ It would appear from the speed 
with which these very defective individuals arrive at the date 
that they must use some simpler procedure, involving perhaps 
the memorizing of certain key days. One patient, when asked 
to explain his method m writing, promptly filled a whole sheet 
with figures indicating the day of the week for Feb 29 from 1900 
to 1976, and the various years during the twentieth century on 
which Abraham Lincoln’s birthday fell on a Sunday. 


AMENTIA AND CRIME 

Most mental defectives never come into conflict with the law, 
but the available data suggest that the incidence of delinquency 
and minor criminal offenses is slightly higher for the feeble¬ 
minded group than for the general population In interpreting 
the higher incidence of criminality among the feeble-minded, 
some allowance must be made for the fact that defective offenders 
are more easily apprehended than offenders possessing average 
or superior intelligence. Also, the great majority of defective 
delinquents are morons, who, as has been mentioned earlier, tend 
to come from poor, deteriorated neighborhoods having high de¬ 
linquency and crime rates All factors considered, it is doubt¬ 
ful whether the incidence of antisocial behavior among mental 

1 Procedure for determining the day of the week for any calendar date from 
1900 through 1999 Assign a code number of 0 to April and Julj , 1 to January 
and October, 2 to May, 3 to August, 4 to Fcbruarj', March, and November, 5 
to June, 6 to September and December, except in. leap years when January has 
a value of 0 and February has a value of 3 To the code number of the month 
add the day of the month, the last two figures of the year, and the number of 
leap years that have occurred m that century Divide the total by 7. The re¬ 
mainder represents the day of the week, starting with Saturday as 0, Sunday as 1, 
etc Thus if the remainder is 3, the day would be Tuesday. 
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defectives is significantly higher than that of the community in 
which they live. In any event, defective intelligence is a con¬ 
tributory, rather than a direct, cause of misconduct. 

As in the case of individuals of average intelligence, the causes 
of delinquency in mental defectives are complex and often deep 
seated. Some misconduct is probably due to a lack of under¬ 
standing of what is right and wrong, or to a poorly developed 
moral sense. However, in many instances the defective realizes 
that his behavior is socially and morally offensive but engages 
m it nevertheless. The act satisfies some momentary impulse 
which he is incapable of inhibiting, or he makes no attempt to 
control it because of his indifference to, or inability to foresee, 
the consequences of the act. 

A feeble-minded child who is tormented or abused by other 
children or adults may retaliate with acts of cruelty or wanton 
destruction of property A defective boy may engage in petit 
larceny to obtain some desired object or money Defective girls 
sometimes engage in sexual offenses, without a thought of pos¬ 
sible consequences, to satisfy their own sexual drives, to please a 
casual acquaintance, to encourage male attention, or as payment 
for a good time. Except when exploited by more intelligent men 
and women, it is relatively uncommon for young defective girls 
to engage in purely commercial prostitution Sex relations are 
usually conducted on a personal basis, with money a secondary 
consideration 


AMENTIA AND MENTAL DISEASE 

About 3 per cent of psychotic patients annually admitted to 
hospitals for mental disease are mental defectives (22). Since 
less than 3 per cent of the total population are feeble-minded, 
it may be concluded that mental diseases are at least as preva¬ 
lent among mental defectives as among individuals of average 
intelligence A few psychotic defectives suffer from manic- 
depressive psychosis, schizophrenia, or organic psychoses; but, 
as a general rule, the psychotic disturbances of mental defectives 
are of an acute transitory nature, marked by episodes of excite¬ 
ment with depression, paranoid trends, or hallucinations 
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TREATMENT AND PROGNOSIS 

There is no cure for mental deficiency in the usual sense 
Feeble-minded children do not outgrow their mental retardation 
as they reach maturity No amount of training or medical care 
will transform a mentally defective child into a normal child 
On the other hand, outcome is by no means as dismal and hope¬ 
less as IS generally believed. With suitable training and guid¬ 
ance, the majority of morons are capable of some degree of 
profitable employment and social self-management, and almost 
all lower types may be taught habits of personal cleanliness, ele¬ 
mentary self-care, and favorable social traits. To be effective, 
conduct and personality training should be started early and 
must be continuous Progress is slow and often discouraging, 
but the results in terms of the improved welfare of the child, his 
family, and society are well worth the effort Through sys¬ 
tematic training, good physical care, and careful supervision, 
potentially helpless, unhappy, and troublesome defectives, who 
are social liabilities and a source of annoyance to their families, 
may be transformed into contented, well-behaved, and often 
useful members of the community. 

Parent Education.—^The first step in the treatment of the 
mental defective consists in educating the parents to accept the 
child’s limitations and the permanency of his mental defect. 
Frequently, parents stubbornly refuse to admit that there is any¬ 
thing wrong with their child. Even when they realize that their 
child is obviously subnormal, they firmly believe that with 
special educational training and medical attention he can be 
made normal, They waste valuable years waiting for the child 
to become normal and often spend large sums of money having 
him examined by countless specialists in the hope that some 
magic cure will be found In such cases it is usually helpful to 
point out to the parents that they can improve the child’s happi¬ 
ness by providing a good home and arranging for his future 
welfare through proper personahty and vocational training 

Home Training.—The home is the natural place for the be¬ 
ginning of training, since almost all mental defectives hve in 
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their own homes during infancy and the great majority continue 
to live at home even as adults. With the exception that they 
require much more time and patience, the training of feeble¬ 
minded children does not differ greatly from that of normal chil¬ 
dren Of major importance is the emotional attitude of the 
mother Some mothers reject and ignore their defective ofi- 
sprmg, and others are overprotective to the point of depriving 
the healthy siblings in the family of their share of her attention 
and affection. Ideally, the emotional relationship between a 
mother and her defective child should be the same as that be¬ 
tween a mother and a normal child. 

Making allowances for the defective child’s slowness in learn¬ 
ing and poor memory, the mother should make every effort to 
teach the child to feed and dress himself, talk, walk, and acquire 
habits of personal cleanliness. As the child grows up, he should 
be assigned responsibilities and duties that are within his men¬ 
tal limits Special attention should be given to moral and per¬ 
sonality training. Misdeeds and temper outbursts should be 
checked and every attempt made to develop a pleasant disposi¬ 
tion. If there are normal children in the family, they should 
be encouraged by word and example to accept their defective 
sibling as a less intelligent, but equally important, member of 
the family. Opportunity for play with neighborhood children 
should be permitted, but care must be taken that the other chil¬ 
dren do not ridicule or exploit the defective child 
School Training—Idiots and imbeciles are usually excluded 
from school attendance as ineducable, so that school training is 
limited mainly to morons Since a six-year-old moron has a 
mental age of three to four years, it is often desirable to postpone 
sending defective children to school until they are about eight 
They should then be placed in special classes with other feeble¬ 
minded or retarded children of somewhat similar age 
There are numerous advantages in placing mentally defective 
children in special classes. To begin with, they do not have to 
compete with brighter children and hence are not exposed to 
constant ridicule and the humiliation of failure. In special 
classes, they compete on equal terms with other students and 
thus experience some measure of achievement and success Sec- 
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ondly, the curriculum of the special class can be adapted to the 
capacities of the students The class may proceed at a slow 
pace with more emphasis on developing motor coordination, 
speech, and desirable social traits than on learning abstract and 
often incomprehensible school subjects. Thirdly, mentally de¬ 
fective children need more individual tutoring than average chil- 
dien, and special classes, being smaller, permit the teacher to 
devote more time and attention to the individual pupil. 

Institutionalization —^Approximately 100,000 feeble-mmded 
patients are currently confined m institutions for mental defec¬ 
tives, and annual admissions total about 10,000 These insti¬ 
tutions are overcrowded and generally have long waiting lists, 
so that if more facilities were available, an additional 50,000 
might be committed. Individuals sent to state schools and 
other institutions for defectives fall into two mam groups. One 
group, made up chiefly of idiots and imbeciles, consists of young 
children, often physically handicapped, whose parents are either 
unwilling or unable to care for them at home The second group, 
composed mainly of morons, consists of older children whose 
undesirable or delinquent behavior necessitates their segregation 
from society A large number of the second group are discharged 
after a period of social and occupational training, but most of 
the former group remain m institutions until they die (22). 

Family Care.—A more economical, and m many cases a more 
desirable, method of segregation than institutionalization is to 
place mental defectives under family care in rural homes This 
practice, which has been in effect for many years in Belgium and 
other European countries, is gaming increasing popularity m 
this country (4). 

Occupational Training.—^This important aspect has been 
grossly neglected Apart from a small number of defectives 
who are committed to institutions, mental defectives receive 
practically no systematic occupational training, in spite of the 
fact that higher grade defectives can be taught a variety of oc¬ 
cupations that will make them partially or completely self- 
supporting (16) For example, male adult imbeciles, with train¬ 
ing and supervision, can do simple farming, laundry, dairy, and 
kitchen work Adult male morons can assist carpenters, bakers, 
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painters, tailors, shoe repairers, electricians, and dehverymen. 
In addition, they can do fairly complex farmwork, look after 
poultry and livestock, operate many kinds of machines, and work 
as common laborers With training and supervision, adult fe¬ 
male imbeciles can do simple domestic work, fold paper boxes, 
pack articles, and operate small punch presses Adult moron 
girls are capable of high-grade domestic work, plain cooking, 
laundry work, simple dressmaking, and routine factory work. 
The fact that they are not so proficient m these occupations as 
normal individuals is offset by the fact that they are content to 
work for lower wages. 

Legal Aspects.—^Although the procedure varies somewhat m 
different parts of the country, defective children are usually 
committed to state-supported institutions on the recommenda¬ 
tion of certified medical or psychological examiners. The super¬ 
intendent of the mstitution generally retains the power to dis¬ 
charge or parole patients at his discretion More than half of 
the states m the United States have laws prohibiting the mar¬ 
riage of feeble-minded persons, and a similar number have laws 
providing for the sterilization of defectives These laws, how¬ 
ever, are not actively enforced m many states. 

The legal responsibilities of mental defectives are not clearly 
defined by statutes Idiots and imbeciles are not permitted to 
make wills or administer inherited estates; a guardian usually 
being appointed by the court to look after the interests of the 
defective Adult aments with mental ages under ten are gen¬ 
erally not held strictly accountable for their criminal actions, but 
brighter defective offenders rarely receive special legal considera¬ 
tion. 

Sterilization.—One frequently voiced “solution” to the prob¬ 
lem of mental deficiency is the sterilization of all defectives so 
as to render them incapable of having children However, the 
sterilization of aU known defectives would not eliminate feeble¬ 
mindedness m succeeding generations. 

If all mental defectives in the population were the offsprmg 
of feeble-minded parents, sterilization would be an effective 
measure. Close to one-half of the children of defective mothers 
are either feeble-minded or mentally retarded, and m those in- 
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stances where both parents are defective, almost all the children 
are mentally defective or retarded (26, 38). However, only a 
small proportion of mental defectives, certainly not more than 15 
per cent, are born to parents of whom one or both are defective 
(2, 21) The remaining 85 per cent are either cases of acquired 
amentia or are the offspring of parents who themselves possess 
dull or normal intelligence but are the carriers of defective genes 
which, under certain conditions, favor the production of mental 
deficiency in some of their children In other words, mass sterili¬ 
zation of all mental defectives in the present generation would 
result, at most, in a 15 per cent decrease m the next generation. 

A second argument frequently advanced in favor of steriliza¬ 
tion is that mental defectives are more prolific than normal in¬ 
dividuals. This widespread belief is unconfirmed by factual 
data (29). Idiots and imbeciles rarely produce offspring A 
few morons have large families, but the great majority are either 
childless or have fewer children than normal individuals. 

Accepting the limitations of sterilization as a eugenic measure 
some authorities have advocated the steiilization of imbeciles 
and morons on social grounds This applies especially to girls 
Unable to compete with normal men for female attention, defec¬ 
tive boys rarely marry or produce offspring Defective girls, on 
the other hand, frequently marry and often have children with 
or without benefit of clergy If sterilized, high-grade defective 
girls can be permitted to lead happier and more useful lives in 
the community without the danger of their giving birth to il¬ 
legitimate or legitimate children for whom they are unable to 
provide proper care If not sterilized, promiscuous defective 
girls must be institutionalized at great expense for the entire 
period of their reproductive years Favorable results with the 
use of sterilization as a social measure have been noted m Cali¬ 
fornia, where it has been extensively practiced on mental defec¬ 
tives for many years (28). 

Other Preventive Measures.—^There is some hope that many 
cases of acquired amentia may be prevented in the future by 
medical advances and improved infant care. In this category 
are mental defects associated with syphilis, birth injuries, endo¬ 
crine dysfunctions, and various infectious diseases. It Z3 not 
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improbable that many children with borderline intelligence can 
be prevented from becoming mental defectives, as judged by 
social and economic standards, if they are reared from birth m 
favorable home surroundings and given adequate social and oc¬ 
cupational training. 
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CHAPTER XVIII 


ANTISOCIAL PERSONALITIES AND CRIME 

Criminal behavior may be defined as antisocial conduct that 
violates established laws and entails some penalty. What con¬ 
stitutes a crime vanes with time and place. During prohibition, 
the sale of alcoholic beverages was a crime, but after repeal it 
ceased to be one In our civihzation, adultery is an antisocial 
act, but it would be inhospitable for an Eskimo to refuse to share 
his wife with his guest Treason, murder, incest, and theft are 
almost universal crimes, but there are exceptions even with re¬ 
gard to these. The surest single generalization that may be made 
IS that society regards as criminal all acts that endanger or inter¬ 
fere with the welfare and preservation of society or transgress 
established customs and individual rights. 

Juvenile Delinquency—Crimes committed by children and 
adolescents under statutory age are referred to as delinquennes. 
The maximum age limit varies, but m most states offenders under 
sixteen or eighteen are classified as juvenile delinquents. As 
defined by the Pennsylvania Juvenile Court Act “A delinquent 
child IS one who has violated any law of the Commonwealth or 
ordinance of the city, a child who by reason of being wayward 
or habitually disobedient, is uncontrolled by his parent, guardian, 
custodian, or legal representative, a child who is habitually 
truant from school or home; or a child who habitually so deports 
himself as to injure or endanger the morals or health of himself 
or others.” 

The incidence of juvenile delinquency varies greatly in differ¬ 
ent communities. In large metropolitan areas, about 2 per cent 
of the children of school age are referred each year to juvenile 
courts as alleged delinquents and 1 per cent of the school-age 
population are adjudged delinquent (47) 

The range of offenses committed by delinquents is somewhat 
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greater than that for adult criminals It includes all forms of 
adult crimes plus a few distinct juvenile offenses such as truancy. 
Certain types of offenses, particularly crimes against the person, 
are noted more frequently among adult criminals. As a genera/ 
rule, courts are inclined to be more lenient in disposing of juve¬ 
nile delmquency cases, but the antisocial acts of young offenders 
are sometimes as serious as those of adults 

Classification of Crimes —^With respect to their relative seri¬ 
ousness, crimes are divided into treason, felonies, and misde¬ 
meanors. Treason, the most severe and infrequent type of crime, 
consists in levying war against one’s country or in giving aid and 
comfort to the enemy Felonies are serious crimes such as mur¬ 
der, manslaughter, forgery, aggravated assault, fraud, robbery, 
burglary, and rape, punishable by death, imprisonment, or heavy 
fines Misdemeanors are minor offenses. Some examples are 
larceny, drunkenness, disorderly conduct, and vagrancy. Per¬ 
sons convicted of misdemeanors are generally committed to city 
or county jails or are discharged upon payment of a moderate 
fine 

The number of persons annually convicted of misdemeanors is 
many times greater than that for felonies. However, because 
of the mild nature of most misdemeanors, studies of crime are 
usually based on felonies and the more serious misdemeanors 
that involve incarceration in a state or Federal prison, A dis¬ 
tinction IS also often made between crimes against property and 
crimes against the person The former, which comprise about 95 
per cent of known crimes, include larceny, embezzlement, bur¬ 
glary, and auto theft. Murder, manslaughter, assault, and rape 
are the principal crimes against the person. 

Incidence.—The most reliable index of crime in the United 
States IS furnished by the Uniform Crime Reports of the Federal 
Bureau of Investigation. These reports indicate that moie than 
1,500,000 known major offenses are committed each year Dur¬ 
ing 1941 about 1 per cent of the adult male population were 
arrested and fingerprinted (48). 

Statistics based on the movement of prison population are 
unsatisfactory indicators of the extent of crime, since only a small 
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proportion of offenders are sentenced to prison. Nevertheless, 
the figures serve to emphasize the seriousness of crime as a na¬ 
tional problem A total of more than 250,000 men were incar¬ 
cerated in state and Federal penal institutions during 1940 
Expressed as a ratio of the general population fifteen years and 
over, this means that, exclusive of commitments to city and 
county jails, approximately 1 out of 200 men in the total popu¬ 
lation was a prisoner during that year (31). 

Sex.—Relatively few females are convicted of crime or de¬ 
linquency Approximately 85 per cent of children referred to 
juvenile courts, 90 per cent of adult arrests, and 95 per cent of 
prisoners in penal institutions are males (8, 31, 48) Some pos¬ 
sible explanations for the low crime rate of females are the 
greater passivity of women, the greater exposure of men to crime- 
producing situations, and differences in cultural training An 
additional factor is the greater leniency of police officials and 
courts toward female offenders With respect to sex differences, 
a higher percentage of girls than boys are referred to juvenile 
courts because of truancy, running away, ungovernability, and 
sex offenses. A greater percentage of boys than girls are referred 
because of theft of various sorts and mischievous behavior. 

Sex differences with respect to felony commitments to state 
and Federal prisons are suimnanzed in Table VIII A higher 
proportion of women than men are convicted of murder, man¬ 
slaughter, aggravated assault, sex offenses other than rape, drug- 
law violations, and nonsupport or neglect. A higher proportion 
of males are convicted of robbery, burglary, and auto theft The 
percentage distributions for larceny, embezzlement, and forgery 
are about the same for the two sexes 

Age.—^Antisocial behavior of an illegal nature is largely re¬ 
stricted to the first half of life The onset of delinquent be¬ 
havior in children usually occurs in the early teens, and the 
majority of delinquents referred to juvenile courts are under 
fifteen years of age (8) The peak age for adult arrests is be¬ 
tween eighteen and twenty-one, and the majority of prisoners 
committed to state and Federal penal institutions are under 
twenty-eight (48, 31) 
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Table VIII Nature of Offenses Committed by Male and Female Felony 
Prisoners Admitted to State and Federal PiiisONb during 1942 ^ 


Offense 

Per cent distribution 

Total 

Male 

Female 

Murder .. 

3 4 

3 3 

5 8 

Manslaughter 

2 8 

2.6 

9 0 

Robbery 

8 I 

8 3 

3.3 

Aggravated assault 

5 9 

5 7 

9 2 

Burglary 

15 6 

16 1 

4 0 

Larceny 

17 2 

17 1 

18 0 

Auto theft 

6 7 

6.9 

1 4 

Embezzlement and fraud 

3 3 

3 3 

2 7 

Forgery 

6 2 

6 2 

6 1 

Rape 

3 6 

3 8 

0 0 

Other sex offenses 

2 6 

2 5 

5 9 

Violating drug laws 

2 9 

2 7 

C 9 

Nonsupport oi neglect 

1 3 

1 1 

0 1 

Violating hquor laws 

8 5 

8.5 

6 5 

All other offenses 

11 9 

11 9 

15 1 

Total 

100 0 

100 0 

100 0 


' From PnsoTiers in state and federal prisons and reformalones, 194S, U S Dept 
Commerce. Wjushington U S. Govt Printing Office, 1945 


BIOLOGICAL FACTORS IN CRIME 

Heredity,—No person is inevitably destined to become a 
criminal because of his heredity. In selected cases, however, 
the inheritance of unfavorable physiological and mental traits 
may increase the probability that a person will engage in illegal 
acts if he is exposed to life situations that encourage criminality. 
The significance of heredity is most marked m cases of persistent 
crimmahty and in those cases where criminal tendencies are 
associated with personality defects On the other hand, heredity 
is probably of neghgible importance m most mild or isolated 
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offenses, especially when they are committed by persons having 
essentially normal personalities. 

The evidence in support of heredity is based on family and 
twin data. More than 50 per cent of the adult offenders studied 
by the Gluecks (11) came from families having a criminal record 
Although suggestive, this finding is not conclusive, since family 
investigations reflect the combined effect of hereditary and en¬ 
vironmental influences More precise information is obtained 
from an examination of twin data In a summary of several 
studies, Rosanoff (33) noted that when one twin was a criminal, 
the co-twin was also a criminal in 70 per cent of the identical, 
and in only 33 per cent of the fiaternal, pairs examined The 
significantly higher concordance rate for identical twins empha¬ 
sizes the importance of heredity The contribution of environ¬ 
ment IS also apparent in the fact that m 30 per cent of the identi¬ 
cal-twin cases, only one member engaged in crime 

Heredity plays a less important role in juvenile delinquency 
than m adult criminality. Only about 20 to 25 per cent of 
delinquents come from families havmg criminal records (7, 17, 
18). In a study of hke-sexed twins, Rosanoff and his associates 
(33) found that both members of a pair were delinquent in 93 
per cent of the cases involving identical twins and in 80 per cent 
of those involving fraternal twins. The high agreement iii 
concordance rates between the two types of twins favors en¬ 
vironment as the main cause. 

Physical Findings.—During the last part of the nineteenth 
century, Lombroso, an Italian physician, advanced the theory 
that criminals possessed a greater number of physical traits of an 
atavistic or apelike nature than did the general population 
Among the "stigmata of degeneration” listed were high, pointed 
head, low, retreating forehead, large, outstanding ears, asym¬ 
metry of the head, and projecting eyebrows. These stigmata 
were regarded by Lombroso (23) as evidence supporting the 
biological basis of criminal behavior, but allowance was made 
for the contribution of social and psychological factors in facili¬ 
tating or restraming the overt commission of criminal acts. 

Damaging evidence against the Lombrosian doctrine was pre¬ 
sented in 1913 by Goring (16). This English investigator re- 
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ported that stigmata of degeneration were as common among 
university students and army men as among habitual criminals. 
More recently, the Lombroso theory of biological inferiority has 
been revived by Hooton, an American worker (21) His find¬ 
ings, however, have received limited acceptance and extensive 
criticism (27). 

Neuroendocrine Data.—In anatomical detail, the brains of 
unselected criminals do not differ from those of law-abiding in¬ 
dividuals, and the brain waves of the two groups are likewise 
indistinguishable. Attempts to demonstrate a causal relation¬ 
ship between endocrine imbalance and criminality have been un¬ 
successful. Brain peculiarities and endocrine abnormalities are 
occasionally noted m criminals, but similar deviations are also 
present in the general population (32). 


SOCIAL FACTORS IN CRIME 

Social Disorganization.—In both primitive and contemporary 
society, it has been observed that the stability of the social order 
IS an important controlling factor in the incidence of crime No 
society, however stable, is totally free of criminals, but fewer 
violators appear m stable, isolated, and homogeneous communi¬ 
ties than in disorganized, migratory, and heterogeneous popula¬ 
tion groups Rural areas display less criminality than do urban 
areas Towns situated at the outskirts of metropolitan areas 
tend to have lower crime rates than the city proper. 

Shaw (36) and other investigators have demonstrated the 
presence of differential crime and delinquency rates in various 
areas within the city. The highest rates are found m the physi¬ 
cally deteriorated and disorganized slum areas in and around 
the center of the city. With a few accountable exceptions, the 
incidence of crime in other areas decreases as the distance from 
the central core of the city increases, and the lowest rates occur 
in the peripheral residential districts. The significance of these 
observations has been well evaluated by Reckless (32). Social 
disorganization, dislocation of population, urbanization, and slum 
areas do not cause crime, but they indirectly encourage criminal¬ 
ity by increasing opportunities for antisocial behavior 
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Family Disruption.—The family life of delinquents and crimi¬ 
nals IS characterized by disorganization, discord, and general 
instability. Most investigators (7, 38) have found that delin¬ 
quents, more often than nondelinquents, are reared in homes 
broken through desertion, divorce, separation, or the death of 
one or both parents. The interpretation that may be attached 
to these data is somewhat hinited, however, since only one-fourth 
to one-half of delinquents come from broken homes Also, some 
workers (37) have observed that the incidence of broken homes 
among carefully selected nondehnquent control groups is about 
the same as that for dehnquents. 

More important than the absence of one or both parents is the 
presence of unfavorable intrafamilial tensions and conflicts that 
produce psychologically broken homes As noted by several 
authorities (1, 7, 18), dehnquents rarely come from happy homes 
with a wholesome emotional atmosphere. They usually are un¬ 
loved, insecure, poorly supervised children whose parents are 
frequently immoral and unstable They are often overprotected 
by one parent and excessively disciplined by the other. Many 
delinquents have stepparents or are reared in orphanages and 
foster homes. Illegitimate birth is not uncommon. The absence 
of sympathetic understanding and strong affection in the families 
of offenders is confirmed by the large number of delinquents and 
criminals who leave home at an early age. 

Marital-status records supply further evidence with regard to 
the disrupted home life of crimmals. With age held constant, 
the incidence rate of imprisonment for divorced men and women 
IS several times greater than that for the married population. 
To a lesser degree, this is also true of the widowed group For 
all ages beyond twenty-five, single men have higher commitment 
rates than married men, but single and married women of all 
ages have approximately the same rates (43) 

Economic Aspects.—The majority of criminals and delin¬ 
quents come from poor homes and are either unemployed or en¬ 
gaged in unskilled and low-income occupations. Although the 
low economic status of the criminal may be an incentive to of¬ 
fenses against property, it is questionable whether poverty or 
unemployment are important direct causes of crime. The rela- 
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tive unimportance of these factors is best demonstrated by the 
fact that only a small proportion of poverty-stricken or unem¬ 
ployed persons turn to crime as a solution to their economic diffi¬ 
culties. 

Studies correlating volume of crime with business cycles and 
fluctuations in industrial employment indicate that the inter¬ 
relationship between crime and economic factors is much more 
complex than it seems on the surface. In a summary of several 
investigations^ SeUin (35) concluded that depressions and periods 
of unemplo 3 mient tend to increase the number of crimes against 
property, especially those involving violence, but have a negli¬ 
gible or inconsistent influence upon other offenses Data based 
on crimes reported to the FBI, annual arrests in Massachusetts, 
and juvenile court figures all show a gradual increase in the inci¬ 
dence of serious crimes m this country up to the beginning of 
the depression of 1929 During the depression years, there was 
a decrease, and an upward trend coincided with the beginning 
of the recovery (40) 

Race. —^No race is inherently more criminal than any other 
Cultural traditions and restrictions, together with environmental 
influences, may, however, increase or decrease the frequency of 
law violations and determine the nature of offenses committed 
by a particular racial group. Thus one-third of the Chinese 
arrested during 1941 m this country were charged with violating 
narcotic drug laws, but this offense was responsible for only a 
fraction of 1 per cent of the white and Negro arrests (48), 

As is indicated in Table IX, the incidence of crime among 
American Negroes, as measured by commitment to state and 
Federal prisons, is more than three times as high as that for 
whites for each corresponding age group. Other indices, such as 
arrest data and juvenile court figures, confirm these findings 
The incidence of delinquency among Negro children in Phila¬ 
delphia, for example, is about four times as high as that for 
white children (47). In interpreting the excessive delinquency 
and criminality of Negroes, most criminologists place greater 
emphasis upon the environmental difficulties faced by Negroes 
in this country than upon any inborn criminal proclivity. 
As an unfavored minority group that is often denied equal eco- 
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nomic and social privileges, Negroes are exposed to more tempta¬ 
tions to engage in criminal behavior, run greater risks of being 
arrested by the police, and are more liable to severe prison sen¬ 
tences. There is some evidence that in all-Negro communities 
the Negro crime rate is markedly lower than in mixed population 
groups (32). 

Table IX Number op Native White, Toreign-bohn White, and Negec» 
Male Felony Prisoners Received by Prisons in the United 
States during 1940, Expressed as a Rate per 100,000 
OP THE Corresponding Population i 


Age 

Rate per 100,000 population 

Native 

White 

Foreign- 
born White 

Negro 

16-19 . 

113 

1 

126 

396 


206 

251 

759 

25-29 

156 

165 

614 

30-39 

117 

86 

437 

40-49 

70 

47 


60-59 

38 

25 


60-69 

19 

9 

62 

70 and over 

6 

3 

26 


I Prison data obtained from Prisoners in slate and federal prisons and reformatones, 
1940 , U S Dept Commerce Washington U S Govt Printing Office, 1943 

Foreign-bom Whites.—^Articles emphasizing the criminality 
of European immigrants are long on theory but short on facts 
As early as 1910, the Immigration Commission (49) reported 
that the foreign-born in the United States were more law-abiding 
than the native-born. Subsequent investigations (50) have con¬ 
sistently shown that first-generation immigrants, in spite of their 
minority status, culture conflicts, and transfer from a rural to 
an urban environment, have at least as favorable a criminal 
record as the native-born white population As shown in Table 
IX, a smaller proportion of foreign-born than native-born whites 
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over thirty years of age are committed to prisons for felonies. 
Below age thirty, the incidence rate is in favor of the native 
white population. 

The Second Generation .—^With the decline of the theory that 
the foreign-born contribute unduly to crime, there has recently 
arisen a new myth that the children of the foreign-born are espe¬ 
cially susceptible to criminal behavior Before any conclusions 
can be reached with respect to the relative crimmahty of second- 
generation immigrants and that of the native-born of native 
parentage, it is essential that the two groups be carefully equated 
with respect to age, sex, social status, degree of urbanization, 
economic status, and other factors that are known to influence 
volume of crime. Unfortunately, detailed data of this nature 
are not available, but the two most comprehensive studies re¬ 
ported to date give no support to the theory that the children 
of immigrants have high crime rates (39, 50). 

War.—Data based on European military conflicts during the 
nineteenth century and during the First World War indicate that 
male adult criminality decreased in belligerent countries. How¬ 
ever, the crime rate for females and juveniles m warring coun¬ 
tries, and for adults of either sex in nonbelligerent countries, 
increased Offenses by men in belligerent countries probably 
decreased because a large proportion of the men were in the 
armed forces and thus prevented from engaging in crimmal 
activity (24). 

The crime trend during the Second World War was in agree¬ 
ment with that of previous wars In England and the United 
States, the war resulted in a decrease of male adult criminality, 
because of the withdrawal of draft-age men from the community, 
and an increase of juvenile delinquency. Early reports greatly 
exaggerated the increase m delinquency rates Actually, there 
was some increase, but it was mainly an increase in minor of¬ 
fenses that were not serious enough to warrant commitment to 
an institution or probation (47) Factors contributing to the 
increase were the dislocation of home life, lax parental super¬ 
vision, disruption of schools, and employment of minors When 
corrective measures were taken, the dehnquency rates tended to 
decrease (4, 20, 25). 
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PSYCHOLOGICAL AND PSYCHIATRIC FACTORS 

Intelligence.—The intelligence of apprehended criminals and 
delinquents is slightly lower than that for the general population. 
Especially among incarcerated youthful offenders, there is usually 
a higher percentage of mental defectives and a smaller percentage 
of mentally superior individuals than in the general population. 
This IS partly due to the fact that the dull offenders are easily 
apprehended and the bright ones are more apt to escape detec¬ 
tion. A second explanation is the inferior social background of 
delinquents and criminals Most offenders are poorly educated 
and come from poor cultural areas The intelligence of their 
law-abiding associates and neighbors is also below average. 

When criminals are compared with the general population of 
comparable educational and cultural status, no significant differ¬ 
ences in intelligence are observed between the two groups (38, 
46). The mean IQ of delinquents is 10 or more points lower 
than that for the general population, but it is about equivalent 
to that of the nondelinquent brothers, sisters, and neighbors of 
delinquents (28) Since the intelligence of delinquents and 
criminals does not differ significantly from that of their law- 
abiding associates and neighbors, it may be concluded that in 
general, antisocial behavior is relatively independent of intelli¬ 
gence. 

Neuroses.—Personality inventories and clinical observations 
indicate that delinquents and criminals are somewhat more neu¬ 
rotic than the general population, but the differences are not very 
marked (28) The types of neuroses seen in offenders are similar 
to those noted in nonoffenders With the exception of a few 
crimes that are outward manifestations of neuroses, tor example 
kleptomania, pyromania, and Peeping Tom reactions, neurotic 
criminals commit the same offenses as do the nonneurotic (51) 

Psychoses.—Psychotic individuals who commit criminal of¬ 
fenses are classified as criminally insane. Although there is no 
infallible test, insanity is determined in modern courts, mainly 
by having qualified psychiatrists examine offenders suspected 
of being mentally deranged. To estabhsh a defense on the 
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grounds of insanity, it is usually necessary to prove that at the 
tune of the criminal act, the accused party was laboring under 
such a defect of reason from some mental disease that he did 
not comprehend the nature and quality of the act he was doing. 
If he did know it, he did not realize that he was doing wrong or, 
because of some irresistible impulse, he could not abstain from 
doing what is considered wrong 

Criminals adjudged insane are not held responsible for their 
offenses In most progressive states they are sent to special in¬ 
stitutions for segregation and treatment rather than for punish¬ 
ment. Recent studies indicate that only 1 to 2 per cent of con¬ 
victed offenders are psychotic (6, 9) Since a similar proportion 
of the general adult male population are annually incapacitated 
by a mental disease, it would appear that psychoses are no more 
prevalent among the criminal than the noncriminal population. 
A comparison of the types of offenses committed by sane and 
insane criminals shows that the criminal insane commit a higher 
percentage of offenses against the person, including homicide, 
assault, and sex offenses. Sane criminals commit a higher per¬ 
centage of crimes against property. All the varieties of mental 
disease exhibited by law-abiding psychotics are also noted in the 
criminal insane, but because of the youthful age of offenders 
those mental diseases occurring primarily after thirty-five are 
less prevalent m the criminal group (9) 

Psychopathic Personality.—^Individuals possessing average or 
superior intelligence who are neither neurotic nor psychotic but, 
at the same time, are social misfits and borderline mental cases 
are labeled psychopathic personalities or constitutional psycho¬ 
pathic inferiors. This is a general psychiatric category that in¬ 
cludes pathological liars, sexual perverts, tramps, amoral indi¬ 
viduals, misanthropes, eccentrics, and certain types of emotion¬ 
ally unstable individuals. Relatively little is known concern¬ 
ing the cause of this disorder It is generally assumed that con¬ 
stitutional factors, consisting of hereditary defects and disturbed 
parent-child relationships in early childhood, play important 
roles. 

Psychopathic personality is too broad a category to define 
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precisely. Rather than attempt a general and somewhat vague 
definition, we have listed the most outstanding characteristics 
of this disorder (10,19, 26). 

Chaeactbristics op Psychopaths 

1. Intelligence is not affected, and the symptoms do not correspond 
to those noted in psychoses or psychoneuroses 

2 The unchecked pursuit of pleasure, expressed by the immediate 
gratification of needs and desires irrespective of consequences to self 
or others, is the dominant life motive All means justify the end, no 
matter how personally harmful, unscrupulous, or illegal they may be 
or how much suffering they entail for relatives and friends. In this 
respect psychopaths resemble spoiled children 

3 Because of the emphasis on immediate satisfactions regardless 
of consequences, their actions appear to others to indicate lack of fore¬ 
sight, poor judgment, and inability to profit fiom experience 

4 From early childhood, psychopaths exhibit disorders of conduct 
of an antisocial or asocial nature They aie constantly at odds with 
the world. They resent discipline and refuse to conform with accepted 
ethical and moral standards. Not only are they thoughtless of the 
welfare of others, they also seize every opportunity to deceive and 
exploit associates They do not hesitate to repay kindness with mean¬ 
ness Devoid of honor and a sense of fair play, they experience no 
genuine remorse for their misdeeds 

5 Their lives lack stability, direction, and tenacity of purpose. 
Their ambitions are poorly defined and constantly shifting They 
change jobs frequently, and many lead a nomadic existence 

6 In their emotional responses, psychopaths are generally described 
as cold, callous, shallow, cruel, infantile, and flighty They seem to 
have little control over their emotions, and their reactions are un¬ 
predictable Trivial incidents produce rapid swings from elation to 
depression and from calmness to explosive angei or panic 

7 Sexual development is usually retarded or abnormal Perversions 
of all types are common, and these aie accepted without shame or 
conflict Marriages are transient affairs that generally end in failure. 

8 Many have ingratiating and charming manners that enable them 
to make favorable impressions on their victims, others are aggressive 
and quarrelsome, and still others are weak, passive, inadequate indi¬ 
viduals. Almost all are selfish, stubborn, and egocentric 
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Military data indicate that about 1 per cent of the male adult 
population are psychopaths (34) The incidence among women 
is probably lower. Many psychopathic personalities manage to 
avoid hospitahzation or imprisonment Consequently, only 
about 2 per cent of first admissions to mental hospitals, and 
15 to 20 per cent of incarcerated criminals, are classified as psy¬ 
chopathic personalities (30, 51). The types of crimes committed 
by these individuals do not differ greatly from those of prisoners 
in general The present medicolegal viewpoint is that psycho¬ 
paths are capable of distinguishing right from wrong and there¬ 
fore are responsible for their conduct. On the other hand, it is 
recognized that most of these individuals are incurable Threats, 
imprisonment, and psychotherapy have slight, if any, effect. 

INTERPRETATIONS OF ANTISOCIAL BEHAVIOR 

Psychoanalytic Theories.—^In their interpretation of criminal 
behavior, psychoanalysts have emphasized the importance of 
unconscious motives and repressed mental conflicts Thus a 
person may enter upon a criminal career in order to satisfy a 
need for punishment growing out of some unexpiated misdeed 
of early childhood A repressed sexual wish may be indirectly 
gratified by some substitute forbidden and exciting act, such as 
stealing A secret hatred of the father may be expressed by a 
general defiance of authority, and a feeling of inferiority may be 
compensated for by sensational criminal exploits. Regardless 
of their validity or applicability to other than a few neurotic 
offenders, these theories make the study of the criminal mind 
much more interesting. 

According to psychoanalysts, normal individuals as well as 
criminals harbor destructive and antisocial impulses. The differ¬ 
ence between the two is that criminals give m to their impulses 
and normal individuals repress their antisocial drives or seek an 
outlet in socially harmless activities. A corollary of this theory 
IS that society insists upon severely punishing the criminal be¬ 
cause he openly engages in acts that law-abiding citizens would 
also like to commit but dare not In punishing the apprehended 
criminal, we not only settle our grudge with him, but also, by 
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the severity of the punishment, strengthen our defense against 
our own criminal temptations (2). 

Crime and Adjustment.—Crimes are committed by indi¬ 
viduals, and the cause of cnme is best sought in the adjustment 
of the individual to his environment When an individual finds 
it difficult or impossible to satisfy his wants and desires in a direct 
and socially acceptable manner, he is faced with the alternative 
of renouncing his motives or attempting to find substitute satis¬ 
factions. Criminal behavior, like psychoneuroses and other 
forms of abnormal reactions, is an mdirect and irrational attempt 
to satisfy human wants and adjust to discomforting or frustrat¬ 
ing situations. When good solutions are not available, some per¬ 
sons react by developing personality disorders. Others engage 
in antisocial behavior of a crnmnal nature In short, crime is an 
individual affair, and there are as many causes of crime as there 
are sources of individual discontent and frustration. 

Attempts to prove that one factor or another is the cause of 
crime have all failed because there is no common cause Crime 
is always the resultant of the interaction of multiple personal 
and external factors, and the nature of these factors varies in 
individual cases. Unfavorable heredity, low intelligence, per¬ 
sonality imbalance, unsatisfactory parent-child relationships, 
broken homes, low socioeconomic status, cultural conflicts, social 
disorganization, and a host of other factors that have been ad¬ 
vanced at one time or another as causes of crime—all are po¬ 
tential sources of crime or delinquency. In specific instances, 
they may so handicap the individual or so obstruct his attempts 
at self-expression or adjustment to life problems as to create a 
situation favorable for the appearance of criminal behavior. 

The interpretation of cnme as a form of adjustment to inner 
and outer motivating forces has been ably defended by Thomas 
(45) He reduced human motives to four basic wishes, namely, 
desire for new experiences, security, recognition, and response 
from others Under certain circumstances, especially when nor¬ 
mal channels of expression are blocked, individuals may resort 
to criminal behavior in order to satisfy these wishes. 

On the basis of their intensive study of delinquent and non¬ 
delinquent siblings, Healy and Bronner (18) also concluded that 
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delinquency was a mode of giving expression to urges and desires 
Delinquents differ from their nondelinquent siblings because at 
some stage of their development they have been blocked in their 
needs for satisfying human relationships m their family circle. 
The lack of satisfymg human relations, together with its re¬ 
sultant feelings of inadequacy and deprivation, forces the indi¬ 
vidual to seek substitute satisfaction m delinquency. 

THE ADMINISTRATION OF CRIMINAL JUSTICE 

Arrest and Conviction.—^After a person suspected of having 
committed a crime has been arrested, he is brought before a mag¬ 
istrate for a preliminary hearing. The magistrate may discharge 
the accused person or refer him for a grand-jury investigation. 
On the basis of the evidence submitted to it by the district attor¬ 
ney, the gland jury may discharge the accused person or indict 
him. If indicted, he is brought before a court and is informed 
of the charges against him. He may plead guilty to the charges, 
in which case he is sentenced by the court without a trial, or 
he may plead not guilty and be tried by a jury If the trial jury 
returns a verdict of guilty, the convicted person is sentenced by 
the court 

The terms of the sentence depend upon the laws covering the 
specific offense In general, convicted persons are fined, placed 
on probation, or sentenced to a penal institution Approxi¬ 
mately one-third of persons convicted and sentenced for major 
offenses in this country are placed on probation An additional 
35 to 40 per cent are committed to prisons and reformatories 
The remainder are sent to local jails or receive other sentences 
( 22 ). 

Probation.—^At the discretion of the court, a person convicted 
of certain crimes may have his sentence suspended Instead of 
being sent to prison, he is released on probation The purpose 
of probation is to treat and supervise “good risk” offenders in 
the community. It is a form of rehabilitation without imprison¬ 
ment. 

While on probation, the convicted person is under the jurisdic¬ 
tion of the court. If he should violate the conditions of proba- 
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tion or commit new offenses, the court may revoke probation 
and proceed with the execution of the prison sentence. How¬ 
ever, if the piobationer makes a good record over a reasonable 
period of time, the court may grant a discharge that usually 
frees the convicted person from its jurisdiction. 

Imprisonment.—^Whether a convicted person is committed to 
a jail, state prison, or Federal prison is determined by the nature 
of the offense and the length of the sentence. Jails and work- 
houses mainly receive mild offenders who have been given short 
sentences Most jail terms are for less than a year Persons 
receiving longer sentences for more serious offenses are usually 
sent to state prisons if they have violated state laws and to 
Federal prisons if they have violated Federal laws 

Prison sentences may be definite or indeterminate A definite 
sentence specifies the length of time that must be served before 
a prisoner is released However, the stated period may be short¬ 
ened by “good-time” deductions earned through good behavior 
in prison An indeterminate sentence has a stated minimum 
and maximum term The indeterminate sentence has been de¬ 
veloped along with the use of parole 

The purpose behind both measures is to give prison and parole 
authorities greater freedom in deciding when a prisoner is ready 
for release to society If a prisoner has a meritorious record in 
prison and the chances are favorable that he will be able to adjust 
in the community, he may be granted a parole after serving the 
minimum term or less While on parole, he lives in the com¬ 
munity but continues to be under custody, and he may be re¬ 
turned to prison to complete his sentence if he violates the condi¬ 
tions of his parole 

On the other hand, if a prisoner is a poor risk, he may be 
detained in prison until he has completed the maximum sentence 
minus “good-time” and other deductions The time spent in 
prisons by felons before release is variable Of all felons dis¬ 
charged each year, about 10 per cent have served less than eight 
months, and a similar proportion have served more than five 
years The median time served by released felons is about 
18 months (31) 
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Release Procedures.—The prison population is constantly 
changing More than 95 per cent of all prisoners are returned 
to society at some time, and the number of offenders discharged 
from state and Federal prisons each year is approximately equal 
to the number of persons annually admitted. From 35 to 40 per 
cent of discharged prisoners are released following the expiration 
of their sentence, and 55 per cent are released before the expira¬ 
tion of their sentence, by means of parole and other forms of 
conditional release About 1 per cent of discharged prisoners 
receive pardons or commutation of sentence (31). 

Parole —After serving a portion of his sentence in a penal or 
correctional institution, a prisoner may be released on parole 
While on parole, the offender continues under the custody and 
supervision of the state, and the conditions of his release permit 
his reincarceration m the event of misbehavior Unlike proba¬ 
tion, which IS granted in place of imprisonment, parole follows 
a period of imprisonment A distinction must also be made be¬ 
tween parole and pardon A pardon is an executive act of grace 
which frees and forgives the offender and absolves him of all 
consequences of his act A parole does not involve forgiveness 
and it IS not an act of leniency 

Parole and other methods of conditional release possess several 
advantages over the older methods of releasing prisoners un¬ 
conditionally following the completion of their sentence. A 
prisoner released following the expiration of his sentence usually 
IS left to shift for himself Lacking supervision and assistance 
m social and occupational adjustment, he frequently returns to 
the society of his former associates and resumes his criminal 
activities Even if he makes a poor adjustment on the outside, 
he ordinarily cannot be returned to prison unless he is arrested 
for some new offense, tried, and convicted A paroled prisoner, 
on the other hand, is still under legal restraint He is supervised 
by parole of&cers who aid him in solving the vocational, social, 
and personal problems that may arise in making the transition 
from prison to a free society 

To protect society and encourage good conduct, the conditions 
of parole generally specify that the parolee shall not violate the 
law or associate with persons having bad reputations The pa- 
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rolee must remain within designated areas, engage in some law¬ 
ful occupation, and support his dependents. If he should violate 
the conditions of parole, he may be promptly returned to prison. 
From the viewpoint of the prisoner, parole constitutes an incen¬ 
tive to work for an early discharge, and it permits release from 
prison to be made at an opportune time with regard to the psy¬ 
chological condition of the offender. 

TREATMENT OF CRIMINALS 

Until comparatively recent years, the treatment of criminals 
was essentially limited to punishment Punishment, including 
hard labor, harsh living conditions, solitary confinement, and 
strict discipline, was intended to serve many purposes To begin 
with, it was a form of revenge or retribution for willful wrong¬ 
doing. Secondly, criminals were supposed to be so impressed 
by the severity of the punishment that they would reform. 
Thirdly, it was assumed that punishment would deter others 
from engaging in crime. 

Punishment proved a failure on all three points, but it con¬ 
tinued to dominate penal practice for many years. Although 
vestiges still remain, the doctrine of punishment is gradually 
being modified Prisoners are still incarcerated, but under more 
favorable conditions. A more understanding and constructive 
attitude toward the criminal is slowly appearing It is now ac¬ 
cepted among progressive prison authorities that custodial care 
IS only part of their responsibihty They must, in addition, at¬ 
tempt to resocialize and rehabihtate the criminal The present 
trend is to study each prisoner as an individual and to provide 
him with the treatment, training, and supervision necessary for 
his restoration to society as a self-supporting and law-abiding 
citizen. 

Some of the mam features of this new approach are listed be¬ 
low (3). Greatest progress in translating these objectives into 
practice has been made in Federal prisons and in institutions 
for delinquents 

1 The granting of probation whenever possible to youthful 
and first offenders Many first offenders are accidental criminals 
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who break the law by chance or mishap. Experience has shown 
that if sent to prisons, these individuals are frequently converted 
to a life of crime as a result of their association with hardened 
criminals and by exposure to the unfavorable influence of the 
prison regime. If they are kept out of prison and carefully super¬ 
vised by competent probation officers, they usually become law- 
abiding citizens. 

2. The segregation of prisoners m institutions adapted to their 
needs Prisoners vary in the type of supervision and training 
they require Psychotic and mentally defective prisoners, for 
example, are best confined for long periods in special institu¬ 
tions j Some convicts, including mcorngibles, require maximum 
custody, others respond best if given minimum custody 

3 More humane treatment m prison. Harsh treatment in 
prison often destroys all that is good in man and leads to embit- 
terment toward society. The modern policy is to treat prisoners 
like human beings Corporal punishment, solitary confinement, 
rule of silence, and other extreme methods of punishment have 
been to a large extent abandoned The old-time disciplinary 
regimes that frequently precipitated riots have been replaced 
by a more constructive discipline based on firmness combined 
with understanding and fairness. Living conditions and the 
quality of the food have been greatly improved Security is 
still maintained, but more desirable personnel have been em¬ 
ployed who function more as supervisors and instructors than as 
guards. 

4. More effective and well-rounded institutional program. In 
the old-type prisons, inmates were usually idle or partially oc¬ 
cupied with routine maintenance duties. Vocational, educa¬ 
tional, and recreational facilities were extremely limited. The 
new prison places great emphasis on utilizing the prison terra 
to prepare the prisoner for successful adjustment when released 
Through a well-planned work program, supplemented by special 
vocational training, inmates are taught useful occupations They 
are given an opportunity to improve their education by attend¬ 
ing classes and making use of hbrary facilities The program is 
balanced by liberal recreational activities, which relieve the 
monotony of the prison routine and at the same time have con- 
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siderable therapeutic value in providing emotional outlets and 
aiding in the resocialization of prisoners. 

5 General improvement in custodial care, social service work, 
medical and psychiatric treatment, classification, religious guid¬ 
ance, parole supervision, and other professional services.'~'This 
has been largely brought about by the introduction of competi¬ 
tive civil service examinations and the adoption of merit systems 
for appointments and promotions 

6. The more constructive use of the indeterminate sentence 
and parole. Since prison authorities are in a better position than 
the judge to decide how long it is desirable to treat and reeducate 
prisoners before they are released, the indeterminate sentence 
has played an important role in rehabilitation. When combined 
with an adequately administered parole system, it has proved 
to be the most effective method yet devised for releasing offend¬ 
ers and assuring their good behavior in the community. 


PROGNOSIS IN ADULT CRIMINALITY 

Older Methods —The failure of old prison methods to reform 
cnininals is well illustrated by the fact that about 60 per cent 
of male felons annually committed to state and Federal prisons 
in the United States have a history of one or more previous jail 
or prison terms (31). In tracing the postdischarge careers of 
500 male convicts over a period of 15 years, the Gluecks (13) 
found that 80 per cent of the men whose conduct could be ascer¬ 
tained had committed offenses during the first five-year period 
following their discharge, and 61 per cent had served new prison 
sentences as the result of such offenses. 

A subsequent check of the original group over a second and 
third five-year period indicated more favorable results Approxi¬ 
mately 30 per cent of the located men whose behavior could be 
fairly estimated did not engage m crime during the second and 
third five-year period, as compared with 20 per cent for the first 
five-year period In addition, many of the men who had com¬ 
mitted serious offenses during the first period engaged in only 
minor offenses during subsequent periods (15) The Gluecks 
attribute the crime decrease to the benign influence of maturation 
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through aging In comparing the group that reformed with the 
passing of the years with the group that continued to recidivate, 
the most marked difference was found to he in the factor of 
mental and emotional difficulties. Of the men who reformed 
only 15 per cent were burdened with some mental abnormality, 
as opposed to 90 per cent of those who continued to engage in 
crime. 

Data based on prison admissions suggest that recidivism is less 
marked in women. Less than 30 per cent of female felons com¬ 
mitted to state and Federal prisons in the United States each 
year aie officially listed as having a previous penal record (31). 
Follow-up studies, however, show that although female offenders 
are less frequently committed to prisons, their conduct after re¬ 
lease is almost as unfavorable as that of men In examining the 
postdischarge careers of female prisoners, the Gluecks (12) found 
that 76 per cent had engaged in crime during the five-year period 
following their release from custody 

Probation.—Despite the fact that many states have inade¬ 
quately staffed and poorly administered probation systems, the 
results obtained have been very encouraging Data based on a 
national survey indicate that from 60 to 80 per cent of probations 
are successful. About 40 per cent of probationers violate the 
conditions of their release, but only 20 per cent have their pro¬ 
bations revoked Foi first offenders, outcome is even more favor¬ 
able Approximately three-fourths of those cases rated as 
successful during the period of probation continue their good 
behavior after release from probation (32, 41), In interpreting 
these somewhat optimistic figures, one must keep in mind that 
probations are granted primarily to milder offenders who m the 
opinion of the courts are capable, with supervision, of rehabilita¬ 
tion in the community. 

Parole.—The majority of studies indicate that approximately 
75 per cent of parolees successfully complete their parole with¬ 
out violating the terms of their prison release or engaging in new 
offenses during the parole period (42) The favorable results 
obtained during the parole period amply justify the continuation 
and extension of parole as a form of treatment, but it should not 
be inferred from the above figures that parole results in the 
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permanent rehabilitation of three-fourths of criminals. Under 
present laws, all parolees are eventually discharged, and many 
who make good adjustments as long as they are under super¬ 
vision return to crime when released from parole. One solution 
to the problem of recidivism might be to prolong the parole 
period even beyond the maximum sentence imposed by the 
courts. Since the crime rate decreases sharply after thirty-five, 
a reasonable program might be to keep serious offenders on parole 
until they attain this age. 

TREATMENT AND PROGNOSIS OF JUVENILE 
DELINQUENTS 

Treatment.—At the present time, the procedures for handling 
juvenile delinquents are more rational and progressive than those 
for adult offenders When referred to court, children are usually 
examined informally. The emphasis is upon understanding and 
helping the individual child rather than punishing him Many 
cases are disposed of unofficially through interviews and confer¬ 
ences with the parties concerned The more serious cases are 
tried in juvenile courts Juvenile court judges have wide dis¬ 
cretionary powers, and their decisions are not rigidly bound by 
statutes. Depending on the nature of the offense and the past 
history of the offender, the judge may dismiss the delinquent 
with a warnmg, place him on probation, or sentence him to a 
reformatory, industrial school, or camp. Close to 60 per cent 
of cases disposed of by juvenile courts each year are dismissed 
or adjusted; between 30 and 35 per cent are placed on probation 
or otherwise supervised, 10 per cent are committed to correc¬ 
tional institutions for indefinite periods; and the remaining 
cases are settled m other ways (8). 

Although sound in theory, the programs developed for cor¬ 
recting delinquents are often ineffectively put into practice. 
Probation, for example, is a desirable procedure, but it assumes 
that probation officers are well framed and have adequate time 
and facilities for their work. Actually, many are poorly trained, 
and they usually have so many clients that it is impossible for 
them to give satisfactory individual supervision. Delinquents 
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id guidance clinics are well examined. Most clin- 
mit their work to diagnosis and recommendations, 
nendations are rarely earned ont 
lern institutions today, delinquents have consider- 
are well cared for physically, receive adequate 
id vocational training, and are given an oppor- 
ge in recreational and social activities. As soon as 
are released to the custody of parole oflScers and 
vho assume responsibility for continuing the re- 
rogram in the community However, even the 
LIS are unable to satisfy the emotional needs of de- 
1 as supervision during parole is usually lax, the 
i that failures are common. 

—Even, when allowance is made for the fact that 
rngible delinquents are committed to institutions, 
tamed from follow-up studies of incarcerated de- 
rather disappointing In investigating the after- 
s who had been committed to correctional schools 
r 10 years previously, Healy and Bronner (17) 
per cent had court records A survey conducted 
d Bloodgood (5) showed that 58 per cent of boys 
reformatories had been convicted one or more 
iix to nine years after initial parole Most offenses 
after release, and with each succeeding year, the 
delinquent gradually decreased As with adult 
Tg appears to have an ameliorative effect (44). 
urt figures and child guidance data also emphasize 
ience of failures About one-third of delinquents 
juvenile courts each year have had previous court 
). In following the subsequent careers of a large 
)ys examined m a juvenile court and a child guid- 
le Glnecks (14) found that the great majority did 
However, this study has been criticized on the 
the delinquents were not actually treated In only 
)rtion of the cases were the therapeutic recommen- 
by the clinic earned out 

evaluation of the chnical approach nas been re- 
alv and Bronner (18), who administered psychiatric 
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treatment to delinquents and checked their subsequent adjust¬ 
ment over a two-year period The delinquents were divided into 
three groups, and outcome figures were reported separately for 
each group. Group I consisted of delinquents who presented 
marked personality deviations. Of this group, 58 per cent were 
delinquent during the follow-up period. Children who were con¬ 
fronted with unwholesome situations within or without the 
family made up Group II Of this group, 46 per cent were de¬ 
linquent. Delinquents who were not markedly neurotic or whose 
life situations did not present gross social pathology constituted 
Group III Only 19 per cent of this group were delinquent dur¬ 
ing the follow-up period In brief, this study showed that funda¬ 
mentally well-balanced delinquents tend to have good outcome, 
whereas those handicapped by social pathology or personality 
abnormalities have poor prognosis. 

THE PREVENTION OF CRIME 

Although much still remains to be learned concerning the basic 
causes of crime and delinquency, it is possible on the basis of our 
present knowledge to sketch a blueprint for a prevention pro¬ 
gram 

1. The development of wholesome personalities in childhood. 
The roots of crime are apparently deeply embedded in the early 
history of the individual Parents may discourage antisocial 
tendencies m their children by maintaining a favorable emo¬ 
tional atmosphere in the home, establishing friendly relations 
with their children, and carefully guiding their moral and char¬ 
acter development In the latter task, the church, the school, 
and the scout movement may also play important roles. 

2. The early discovei y and treatment of potential delinquents 
and criminals Individuals do not become criminals overnight. 
Their history is one of gradual development It is quite prob¬ 
able that many criminal careers could be cut short by prompt 
detection and guidance in the early stages 

3 The elimination of factois that favor crime Within this 
category may be placed the removal of children from undesirable 
homes, the elimination of slum areas, the expansion of recrea- 
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tional facilities to provide wliolesome activity outlets for under¬ 
privileged children, and the organization of boys’ clubs to coun¬ 
teract the influence of gangs. 

4 Vigilant supervision and strict law enforcement. The 
temptation to commit a crime is normally counterbalanced by 
fear of arrest and conviction. A potential offender will take a 
chance if he runs little risk of being apprehended and impris¬ 
oned, but he will frequently inhibit his criminal impulses if he 
realizes that he can’t “get away with it” A strong, efficient 
police force and a strict court system will deter many borderhne 
cases from criminal behavior. 

5. Good government and legal reform In many communities, 
the incidence of certain types of crime may be radically reduced 
by breaking the corrupt alliance that exists between crime and 
politics The prohibition experiment provides a good example 
of how laws may influence crime. At the present time, many 
white-collar criminals manage to evade punishment because of 
inadequate laws. 
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GLOSSARY 


A-, An-. Prefixes sigmfyiHg absence of, without 
Aberrant Same as Abnormal 

Abnormal. Deviatmg from the usual or average, pathological 
Abnormal Psychology The branch of psychology that is concerned with 

(1) the study of the mental processes and behavior of abnormal people and 

(2) the study of unusual psychological phenomena 

Abreaction The release of pent-up feelings associated with repressed mem¬ 
ories through action and overt emotional expression (A psychoanalytic 
concept) 

Abulia. Absence of will power, mdecision 

Acromegaly A physical disease marked mainly by gradual enlargement of 
the bones of the face, hands, and feet m adult life. Associated with dys¬ 
function of the pituitary gland 
Acrophobia Intense fear and anxiety when on high places 
Affect Used as a noun, a general term for emotion, mood, or feeling 
Affective Psychosis. A mental disorder m which emotional disturbances 
predominate, as in manic-depressive psychosis or involutional melancholia 
Agitated Depression. A condition marked by mental depression with psy- 
chomotor overactivity Usually associated with mvolutional melanchoha 
Agoraphobia Abnormal fear of being alone m a wide-open space 
Alienist A physician who specializes in the medicolegal aspects of mental 
disease 

Amaurotic Idiocy. A hereditary neurological disease marked by progressive 
muscular enfeeblement, bhndness, and mental deficiency An infantile and 
a juvenile form have been noted 

Ambivalence. Simultaneous existence of contradictory emotions toward the 
same person or object, for example, mixed love-hate feelings 
Ambivert A mixed personality type intermediate between introvert and 
extrovert, the most prevalent type 
Amentia. Same as Mental Deficiency 

Amnesia A memory disorder characterized by inability to recall past ex¬ 
periences or personal identity 

Anal Eroticism. According to psychoanalysts, an early stage in the sexual 
development of infants, at which tune sexual interests and pleasures are 
concentrated m the anal region 
Analgesia Total or partial loss of sensitivity to pam 
Anamnesis. A detailed history of the patient, mcludmg family background, 
personal development, and onset of disease 
Anesthesia. Total or partial loss of sensitivity to touch stimuh. 
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Anorexia. Loss of appetite 

Anxiety Hysteria. A form of hysteria m the Freudian classification Prin¬ 
cipal symptoms are imreasonable fears and anxiety 
Anxiety State. A common psyehoneurosis characterized by emotional over- 
reaction Mam features are morbid apprehension, tension, and physical 
symptoms associated with emotional distress 
Apathy. Morbid mdrfference, marked absence of emotional response to 
situations that normally evoke some feelmg or emotion 
Aphasia. Loss of ability to understand and appropriately use spoken or 
written language symbols as a result of some brain disease or mjury 
Aphonia. Loss of ability to make vocal sounds, with no language nnpairment 
Apraxia Loss of ability to manipulate objects or execute purposive move¬ 
ments 

Astasia-abasia. Loss of ability to stand or walk, with capacity retained for 
moving legs while sitting or lymg down 
Asthenic Type. A slender, bony body build, with flat chest, long extremities, 
and small trunk (Kretschmer) 

Ataxia Marked disturbance m the coordination of voluntary muscular 
movements 

Athletic Type A well-developed, muscular physique (Kretschmer) 
Atrophy Wastmg or shrinkmg of an organ or muscle with accompanying 
decrease m its functional efficiency 

Aura (epileptic) A subjective sensory experience that may precede and 
serve as a warning for an epileptic convulsion 
Auto-eroticism A psychoanalytic concept referrmg to the early fixation of 
the sex drive on the physical self, with gratification obtamed from the stimu¬ 
lation of one’s own bodily organs 

Automatism A comphcated act, often repetitive, which is engaged in with¬ 
out conscious mtent 

Benign. Mdd, as opposed to malignant. 

Catatonia. A form of schizophrema characterized by stupor or excitement 
Common symptoms are negativism, stereotyped movements, mutism, and 
muscular rigidity or waxy flexibility 

Catharsis (mental). In psychoanalysis, the purging of the mmd through 
the overt expression of repressed unpleasant memories and associated emo¬ 
tions 

Censor. In psychoanalysis, the personified portion of the Ego that prevents 
the unpleasant ideas and disagreeable memories of the unconscious mind 
from entenng and disturbmg the conscious mmd. 

Cerebral Arteriosclerosis (Psychosis with) A mental disease of old 
age, associated with hardenmg of the cerebral arteries Mam symptoms are 
headaches, mental confusion, irntabihty, depression, and memory disturb¬ 
ances 

Cerebrotonia. A component of temperament which when predommant re¬ 
sults m a sensitive, seclusive, introverted mdmdual (Sheldon) 



GLOSSARY 


416 


Chromosome. The subdivision of the nucleus of a germ eeU that contains 
the genes 

Claustrophobia. Morbid fear when in a small or enclosed space 
Clinical Psychology. A field of psychology that is mainly concerned with 
(1) the application of psychological tests and techniques m educational and 
vocational guidance and (2) the treatment of mild personality and be¬ 
havior disorders 

Coma. A state of profoimd stupor or unconsciousness with complete insensi¬ 
bility from which the patient cannot be aroused 
Combat Fatigue A general term, coined during the Second World War, for 
mental disorders, especially the psychoneuroses, that were precipitated by 
prolonged exposure to battle conditions A better classification is war neu¬ 


roses 

Compensation A mental mechanism by which one attempts to conceal from 
the self or to minimize or make up for some undesirable trait by developing 
or exaggerating some desirable or more approved trait 

Complex. A group of emotionally charged ideas that have been partially or 
completely repressed mto the unconscious because of their troublesome 
nature 

Compulsion. An involuntary, irresistible impulse to do or say something 
against one’s will or better judgment 

Confabulation A memory disorder in which a patient, spontaneously and 
without conscious intent to deceive, fills the gaps in his memory by relating 
imaginary experiences which he accepts as true 

Conflict (Mental) A painful state of mmd resultmg from frustration or a 
clash between contrary wishes 

Congenital. Present at birth but not necessarily hereditary. 

Constitution. The basic physical and mental make-up of the individual, 
mainly inherited, which determines his reactive potentialities and his resist¬ 


ance or susceptibihty to disease 

Conversion Hysteria A psychoneurosis characterized primarily by psycho- 
gemo loss of sensory and motor functions According to Freud, a repressed 
emotional problem is converted mto a physical symptom that has no physio¬ 
logical basis j V 1 t 

Convulsion. A sudden attack of short duration characterized by loss ol 

consciousness and followed by a series of violent muscular contractions in¬ 
volving usually the whole body An epileptic fit 
Cortex The outer layer of an organ Usually refers to the outer gray cells 

of the brain „ , , , , 

Cretinism. A condition associated with thyroid deficiency m early infancy, 

marked by dwarfism and feeble-mindedness 
Cycloid. A type of personality. Cycloids have periodic mood swings from 
depression to exuberance, are sociable, extroverted, and practical-minded 
According to Kretschmer, cycloids usually have pykmc physiques. 
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Defense Mechanisms Conscious or unconscious reactions designed to nuni- 
mize or avoid sources of mental distress 
Delirium. A disturbed state of consciousness, usually of short duration 
Characterized by disorientation, illusions, hallucinations, and restlessness 
Delirium Tremens. An acute delirium resulting from alcohohsm Main 
symptoms are tremors, intense fear, and hallucinations 
Delusion A fixed, obviously false behcf which is not in keeping with the 
individual’s cultural training and which cannot be coirected by argument 
or presentation of rehablc evidence 

Dementia. A psychotic condition marked by profound mental deterioration 
Dementia Praecox. Same as Schizophrenia 

Deterioration. Progressive impan-ment of mental functions and feelings 
Dipsomania. A periodic uncontrollable craving for alcoholic beverages 
Disorientation. Inability to correctly orient or locate oneself with respect 
to time, place, or person as a result of mental confusion 
Displacement. The mechanism whereby an emotion originally associated 
with an idea or object is transfeired to some neutral and mappropriate idea 
or object 

Dissociation Dismtcgiation of the mam personality resulting m the split- 
tmg off of groups of ideas Disparity between the intellectual and emo¬ 
tional life 

Dizygotic Twins Same as Fraternal Twins 

Dual Personality The dissociation of the personality into two alternating 
and somewhat independent personalities 
Dysplastic Type. A poorly proportioned physique (Kretschmer) 
Echolalia. Involuntary automatic repetition of words spoken by another 
person 

Echopraxia. Involuntary automatic umtation of gestures or movements 
made by another person 

Ectomorphy. A component of physique which, when predominant, results 
in a slender, somewhat fragile body build (Sheldon) 

Ego The conscious self that is aware of personal experiences and in touch 
with reality 

Electra Complex A peculiar daughter-parent lelationshin The daughter 
is m love with her father and hates her mother (Freud) 
Electroencephalogram A record obtained from amplifying and recordmg 
the electrical activity of brain cells 

Electroshock. A form of shock therapy involving mduction of convulsions 
by passing an electric current through the intact skidl 
Encephalitis Lethargica. Sleeping sickness, an epidemic form of inflamma¬ 
tion of the bram Initial signs are, usually, high fever and drowsiness Re¬ 
sidual psychological and physical symptoms are often noted 
Endomorphy. A component of physique which, when predominant, results 
m a body build that is soft, fat, and round (Sheldon) 
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Epilepsy A neurological disorder involving periodic sudden attacks of short 
duration Characterized by partial or complete loss of consciousness vnth 
or yuthout convulsions and other psychomotor disturbances 
Epileptic Equivalent A variety of symptoms, mcludmg violent excitement, 
moodiness, or dreamlike states that are considered substitutes for the 
usual epileptic seizure 

Eros In psychoanalysis, the name assigned to the life forces, particularly 
the libido, or sex drive 
Erotic. Pertaining to sex or love 
Etiology The science of the causes and origin of disease 
Eugenics. The science concerned with the modification of the human race 
through the application of the principles of heredity and selective mating 
Euphoria An exaggerated feelmg of well-being or happiness 
Exhibitionism Self-display, particularly the exposure of the body as a 
means of obtaining sexual excitement and pleasure 
Experimental Neurosis Abnormal behavior experimentally induced in 
animals or human beings Usually induced by difficult discrimination prob¬ 


lems 

Extrovert A type of person who directs Ins energies and interests outside 
hunself, enjoys social activities, and expresses hunself in action (Derived 


from Jung) 

Feeble-mindedness See Mental Deficiency 

Fetish Any object, such as a glove, which through association becomes a sex 
symbol capable of arousing erotic feehngs 

Fever Therapy. The induction of fever by malaria inoculations, chemicals, 
or various electiioal devices, for therapeutic purposes Used m the treat¬ 
ment of general-paresis patients 

Fixation In psychoanalysis, the arrest of psychosexual development at 
some childhood level 

Fraternal Twins Twins originating irom the fertilization of two ova by 
two separate sperm cells They may be of the same sex or of opposite sexes 


Same as Dizygotic Twins 

Free Association An important technique m psychoanalytic treatment 
Patient reports all ideas and impulses regardless of their significance Re¬ 
garded as a means of access to the unconscious mind 

Fugue. A psychological and geographical flight Tor a period of time the 
patient forgets who he is, assumes a new personality, and leaves his usual 
environment Following recoveiy, the patient has no recollection of his 
experiences durmg the fugue period 

Functional Psychoses. Severe mental disorders that have no definite or 
demonstrable physiochemical pathology Diagnosis is based on disturb¬ 
ances m function Two examples are schizophrenia and manic-depressive 

G wTsyndrome. Nonsensical speech and behavior Sometimes noted 
in hysteria and in mental disordeis occurrmg among prisoners 



418 


ABNORMAL PSYCHOLOGY 


General Paresis. A psychosis resulting from progressive bram pathology 
produced by syphilis Characterized by a variety of mental and neurologi¬ 
cal symptoms Diagnosed by chemical analysis of the blood and spinal fluid 
Genes. Chemical entities within the chromosomes that are the determiners 
of inherited traits 

Globus Hystericus A hysterical symptom charactenzed by a chokmg sen¬ 
sation Patient experiences sensations as if a ball were m Ins throat 
Grand Mai A form of epilepsy characterized by loss of consciousness, a fall, 
and a convulsion 

Hallucination A sensory preception experienced m the waking state m the 
absence of any corresponding external stimuli, for example, hearing a non¬ 
existent voice 

Hebephrenia A form of schizophrema characterized by peculiar manner¬ 
isms, silliness, bizarre behavior, and hallucmations 
Heterosexuality The mature stage of psychosexual development, when 
sexual interests and desires are directed toward a person of the opposite sex 
Homosexuality. Sexual attraction and love for or between mdividuals of 
the same sex 

Hormone. A secretion of an endocrme gland 

Huntington’s Chorea. A hereditary neurological condition charactenzed by 
involuntary, purposeless, jerky movements, and gradual mental deteriora¬ 
tion Onset of symptoms occurs m middle life 
Hydrocephalus. Excessive accumulation of fluid m spaces inside or outside 
the brain, resulting in enlargement of the skull Condition frequently asso¬ 
ciated with brain injuries and mental retardation 
Hydrotherapy. Use of water, especially baths, m the treatment of disease 
Hyper-. Prefix meaning “increased,” “over-,” or “excessive ” Opposite of 
hypo- 

Hypnoanalysis. A psychotherapeutic techmque which utilizes hypnosis as 
an aid m psychoanalytic treatment 

Hypnosis An artificially mduced trance state marked by heightened sug¬ 
gestibility and automatic compliance, within moral limits, to the instructions 
of the hypnotist 

Hypo-. Prefix meanmg "reduced,” “less,” or “under-.” Opposite of hyper- 
Hypochondriasis. Exaggerated concern and anxiety regarding physical or 
mental health, particularly in the absence of actual illness 
Hysteria A form of psychonenrosis characterized by psycho|e:gic loss of 
sensory or motor functions, loss of memory, and dissociation ista^s Classi¬ 
fied as conversion hysteria m the Freudian system 
Id. In psychoanalysis, the personified representative of the unconscious 
The Id has many of the traits associated with the popular conception of 
the beast m man 

Ideas of Reference. A delusion charactenzed by perceiving meanmg, un¬ 
favorable to the self, m the casual remarks or acts of others. 
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Identical Twins. Twins resulting from the fertilwation of a single ovum 
by a smgle sperm cell The cell subsequently divides to form two identical 
individuals who are always of the same sex, Synonymous with Monozy¬ 
gotic Twins 

Identification A mental mechanism whereby an individual, without con¬ 
scious awareness, satisfies frustrated desires by psychologically assuming 
the role or some of the traits of another person. 

Idiocy. The lowest grade of mental deficiency Regardless of their age, 
idiots never attain a mental age of more than three years 
Idiopathic Epilepsy. Convulsive disorders of unknown ongm Synony¬ 
mous with essential epilepsy Heredity considered the basic cause 
Idiots Savants. Mental defectives possessing special talents or aptitudes, 
Illusion. A false perception of a real sensory impression, for example, mis¬ 
taking a twisted branch for a snake 

Imbecility. An mtermediate grade of mental deficiency. The IQ’s of imbe¬ 
ciles range from 25 to 50 

Individual Psychology. Alfred Adler’s system of psychology, which em¬ 
phasizes the importance of mferionty feelmgs and compensatory activities 
Inferiority Complex. A distressing state of mind associated with acute 
feelmgs of inadequacy and insecurity that are based on real or imagmed 
defects 

Insanity. A vague legal term for psychoses 

Insight. Self-understanding Appreciatmg and objectively interpreting 
personal defects and symptoms 

Intelligence Quotient. An index of relative brightness Obtained by 
dmdmg a child’s mental age by his chronological age and multiplying the 
quotient by 100 

Introvert A type of person who directs his energies and mterests withm 
himself Prefers sohtary activities (Denved from Jung) 

Involutional Melancholia A psychosis of undetermined origin occurnng 
mainly between the ages of 40 and 60 Mam symptoms are despondency, 
agitation, ideas of guilt, delusions of self-depreciation, and smcidal tend¬ 
encies 

Juvenile Delinquent. A child or adolescent who engages m antisocial or 
illegal behavior 

Kleptomania A recurring and uncontrollable compulsion to steal insigmfi- 
cant and useless articles 

Korsakoff’s Psychosis (Korsakow). A form of alcoholic psychosis associ¬ 
ated with vitarmn Bi deficiency Mam symptoms are defective memory, 
confabulation, disorientation, jovial mood, and minor neurological disturb¬ 
ances Korsakoff syndrome also noted m other toxic disorders 
Latent Dormant, mactive, concealed 

Lesion. A structural tissue change caused by a wound, injury, or disease 
Libido. A psychoanalytic term referrmg to the sex drive and its dynamic 
expression in aU forms of love 
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Malingrerer. One who intentionally pretends to have some illness or dis¬ 
ability for personal gam 

Manic-depressive Psychosis. A functional or constitutional mental dis¬ 
order characterized either by excitement and elation or by depression with 
psychomotor retardation Mixed states may also occur. 

Mannerism. A stereotyped, recurrmg, peculiar gesture, posture, or move¬ 
ment that has no apparent purpose 

Masochism. A form of sex perversion in which an mdividual obtains sexual 
excitement and pleasure from being beaten or otherwise mistreated 
Mechanisms (Mental). A variety of defensive or escape procedures that 
aid an individual to adjust to disappointments and conflicts Some examples 
are phantasy, rationalization, and projection 
Mental Deficiency. A condition of subnormal mental development, present 
at birth or early childhood Characterized mainly by meager intelligence 
and social inadequacy 

Mental Hygiene An educational movement concerned with (a) the preven¬ 
tion and treatment of nervous and mental disorders, and (b) the develop¬ 
ment of wholesome personalities for maximum efficiency and happiness 
Mesomorphy A component of physique which, when predominant, results 
in a solid, muscular individual with large bones (Sheldon) 

Metrazol Therapy, A form of shock treatment for mental disorders, in- 
volvmg the injection of the drug metrazol to produce convulsions 
Microcephaly. A pathological condition characterized by a very small head 
and bram Microcephalies usually have IQ’s under 50 
Mongolian (Mongol). A type of mental defective Mongolian aments 
have ceitain facial characteristics that are superficially sumlar to those of 
Oriental people 

Monozygotic Twins. Same as Identical Twms 

Moronity. The highest grade of mental deficiency Morons are usually re¬ 
garded as having IQ’s from 50 to 70 

Multiple Personality. A rare type of dissociation At different times the 
same mdmdual exhibits three or more somewhat independent personalities 
Myxedema A condition resulting fiom thyroid deficiency m adults Mam 
symptoms are ovei weight, puffed facial features, psychomotoi retardation, 
and mental sluggishness 

Narcism. Marked love of self According to Freud, an early stage of psy- 
ohosexual development 

Narcosynthesis A techmque for treating mental patients, based on the use 
of certain drugs, such as sodium amytal or pentothal, to facilitate the recall 
and expression of repressed emotions and memories 
Negativism Impulsive, contrary behavior Tendency to do the opposite 
of what is requested 

Neologism The coming of new words that may have no apparent mean¬ 
ing Usually produced by condensmg and combimng two or more words 
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Nervous Breakdown. A popular term that has no specific meaning May 
denote a psychoncurosis, a brief psychotic episode, or some other condition 
Neurasthenia A psychoneurosis characterized by extreme fatigability and 
psychosomatic symptoms 

Neurology. The science that is concerned with the study of the structure 
and function of the nervous system 
Neurosis. Synonym for Psychoneurosis 


Nyctophobia. Morbid fear of the dark or mght 

Obsession. A spontaneously recurring thought or impulse that persistently 
intrudes itself into the patient’s mmd even against his wishes 
Occupational Neurosis. A psychoneurosis in which the key symptoms cen¬ 
ter about the functional impairment of some occupational skill, for example 
writer’s cramp ^ ’ 


Oedipus Complex A son-mother fixation According to Freud, boys at 
certain ages have sexual desires for their mothers and hate their fathers. 
Oral-erotic An early state of psychosexual development when sexual 
pleasure is primarily obtained through nursing and other oral activities 
(Freud) 


Organic Psychoses Mental disorders resultmg from some structural pa¬ 
thology of the brain 


Orientation. The locating of the self in the environment with respect to 
time, place, and person Psychological boarmgs 
Orthopsychiatry The study and treatment of minor personality and con¬ 
duct disorders, particularly of young persons 


Paranoia A functional or constitutional psychosis. Symptoms essentially 
limited to ideas of giandeur, well-systematized delusions of persecution, and 
ideas of reference 


Paranoid. Resembling paianoia Paranoid schizophrenic patients express 
poorly systematized delusions of persecution and grandeur, frequently 
hallucinate, and gradually deteriorate mentally 
Paresthesia An abnormal or peculiar sensation of the skin, for example, a 
tmgling or burmng sensation in the absence of any appropriate stimulus 
Parole The release of a convicted crunmal after he has served a portion 
of his sentence in a penal mstitution, under conditions that permit his re- 
mcarceration in the event of misbehavior 
Pathological Abnormal, diseased, or morbid 

Pellagra. A vitamm-deficiency disease, characterized by alimentary-tract 
disturbances, patchy pigmentation of the skm, and varied neurological and 
mental symptoms 

Personality The individual as a whole, his psychological and physical 
traits, characteristic patterns of behavior, reaction potentialities, and his 
impression on others. 

Perversion An abnormal or atypical act, particularly any form of sexual 


deviation 
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Petit Mai. A mild form of epilepsy characterized by momentary loss of 
consciousness and an absence of convulsive seizures 

Phobia, A fixed, intense, uncontrollable fear that has no reasonable founda¬ 
tion. 

Physiotherapy. The use of physical agents such as heat, electricity, and 
massage m the treatment of disease 

Pleasure Principle The prompt gratification of pleasure and the avoid¬ 
ance of pain regardless of future consequences. Considered by psycho¬ 
analysts to be the motivating principle guidmg the behavior of children 
and some psychoneurotics 

Preconscious. In psychoanalysis, that part of the mmd which is the store¬ 
house of unrepressed memories that are not conscious at the moment but 
can be readily recalled 

Presbyophrenia. A clinical form of semle psychosis Mam symptoms are 
gross memory impairment, confabulation, and disorientation 

Probation A court procedure whereby a person convicted of a crime is 
given a suspended sentence and released under supervision instead of bemg 
sent to prison 

Prognosis Prediction of the probable duration, course, and outcome of a 
disease or mental disorder 

Projection. A mental mechanism whereby a person mdirectly conceals from 
himself his personal faults and socially disapproved motives by attributing 
them to others 

Psychasthenia. A form of psyohoneurosis characterized by obsessive-com¬ 
pulsive reactions or morbid, unreasonable fears The term is gradually 
becoming obsolete 

Psychiatry. The branch of medicme that is concerned with the study and 
treatment of mental diseases 

Psychoanalysis. A dynamic school of medical psychology developed by 
S Freud It emphasizes the importance of unconscious memories and 
impulses and the significance of repressed infantile sexuality in the produc¬ 
tion and interpretation of mental disorders Also refers to a special form of 
psychotherapy 

Psychobiology. A psychiatric approach, sponsored by A Meyer, that is 
concerned vnth the study and treatment of the mdmdual as a whole, in- 
cludmg biological, physical, psychological, and social factors 

Psychodrama A diagnostic and therapeutic technique that utilizes play- 
aotmg as a means of aiding the patient to express and face his mner con¬ 
flicts (Moreno) 

Psychogenic. Of mental origin. Due to a disorder of function rather than 
to some organic pathology 

Psychoneuroses (Neuroses) A group of minor mental disorders charac¬ 
terized by mner struggles and discordant social relationships Psychoneu¬ 
roses are precipitated by faulty adjustments to difficulties and are most 
effectively treated by psychological techmques. 
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Psychopathic Personality. A catchall psychiatric category that includes 
a vanety of unstable individuals with character defects who are not psy¬ 
chotic, psychoneurotio, or mentally defective. 

Psychopathology The science that is concerned with all psychological 
aspects of personality disturbances and mental disorders 
Psychoses Major mental disorders involving profound thought, emotional, 
and personality disturbances that render a previously normal person m- 
capable of adequate self-management or adjustment to society 
Psychosexual. A broad term that mcludes the psychological, social, and 
physical aspects of the sex drive. 

Psychosomatic Medicine. A medical approach that stresses the impor¬ 
tance of psychological and emotional factors in producmg or accentuating 
physical symptoms 

Psychotherapy. Treatment of mental disorders, especially the psychoneu¬ 
roses, by psychological techniques Some psychotherapeutic procedures 
are advice, suggestion, and psychoanalysis 
Pyknic Type A stocky, large-chested type of physical build Other traits 
are full face, thick shoulders, rounded lunbs, and short extremities (Kretsch- 

Pyromania. Compulsive recurring unpulse to set and witness fires without 
thought of personal gam 

Rapport A harmonious patient-therapist relationship marked by the pa¬ 
tient’s having complete confidence in the therapist 
Rationalization A mental mechanism whereby an individual indirectly 
minimizes failure and justifies socially disapproved behavior by inventing 
excuses and “reasonable” explanations The unwitting substitution of 
“good” for real reasons. 

Reaction Formation. A mental process whereby an undesirable trait is kept 
in check through the development of a diametrically opposite trait 
Reality Principle According to Freud, the motivatmg prmciple of the 
Ego that recogmzes and is m accord with the needs and demands of the 
external world 

Recidivism Recurrence of onmmal behavior, especially after a period ot 


imprisonment ,, , , , i 

Regression (Retrogression). Reverting to childish behavior when con¬ 
fronted with frustrations and disagreeable situations 
Repression. A mental mechanism whereby painful memories and socially 
dLpproved impulses are automaticaUy excluded from consciousness and 
confined to the unconscious 

Resistance. The inability or unwillingness of a patient to recall or discuss 
personal experiences 

Sadism. A form of sexual perversion Erotic excitement and pleasure are 
obtained from beating or otherwise imstreatmg others 
Schizoid. A shut-m, asocial, reserved, mtrospective personahty type 

(Kretsohmerl 
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Schizophrenia (Dementia Praecox). A constitutional or functional psy¬ 
chosis that usually has its onset m early adulthood Mam symptoms are 
profound apathy, delusions, hallucinations, bizarre behavior, and manner¬ 
isms 

Senile Dementia A psychosis of old age characterized by brain atrophy, 
progressive mental deterioration, and loss of memory 
Shell Shock An inappropriate term corned during the First World War 
that was applied to mental disorders, especially psychoneuroses, that were 
precipitated by exposure to battle conditions A better term is war neuroses 
Shock Therapy Eadical and traumatic procedures used m the treatment 
of certain psychoses Some examples are metrazol, electroshock, and insulin 
therapy 

Sibling A brother or sistei 

Somatic. Pertaining to the body Organic as contrasted with psychogenic, 
Somatotoma A component of temperament which, when predommant, re¬ 
sults in a self-assertive, boisterous, aggressive individual (Sheldon) 
Somnambulism Sleepwalking A ti aneehke state m which a person, while 
asleep, walks about and engages m comple.x activities that he does not 
remember on awakening 

Stereotypy The persistent repetition of apparently senseless words, acts, 
or gestures 

Sterilization A process whereby an individual is deprived of the power of 
reproduction, with ability to peifoim the sox act retained Destruction of 
germs 

Stupor A condition of partial or complete unconsciousness with extreme 
apathy, drowsiness, and psychoraotor inactivity 
Subconscious Below the level of conscious awareness but not necessarily 
synonymous with the concept of the unconscious 
Sublimation. A mental mechanism whereby tlie energy associated with 
thwarted sexual or aggression drives is diverted and released into higher 
level and socially more accepted activities 
Super-ego. In psychoanalysis, the peisonified part ot the personality that 
corresponds to what is more popularly known as the “conscience ” 
Suppression The intentional exclusion fiom consciousness of disagreeable 
or painful meinoiies and impulses 

Syndrome. A gioup of clmical signs or symptoms that usually occur to¬ 
gether aud are often indicative of some disease or condition 
Telepathy. The transference of thought from one person to another with¬ 
out the use of sense organs 
Therapy Synonymous with treatment 

Tic A recurring involuntary muscular twitch or jerky movement 
Toxic Psychoses Psj'choses associated with, and probably due to, some 
mjunous biochemical substances 

Transference In psychoanalysis, the establishment of an emotional rela- 
tionsliip between the patient and the analyst The patient transfers to 
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the analyst affection or hostility that was formerly directed toward other 
persons 

Trauma A wound, injury, or emotional shock 
Traumatic Psychoses Mental disease associated with head injunes 
Unconscious. That part of the mind which contains repressed experiences 
and inlierited primitive impulses (Freud) 

Verbigeration. Monotonous and senseless repetition of words or phrases 
Viscerotonia A component of temperament which, when predominant, re¬ 
sults in an mdividual who is greatly mteiested in food, social activities, and 
personal comfort (Sheldon) 

Voyeur A Peepmg Tom An individual who obtains sexual stimulation and 
gratification by looking at sexual objects or situations 
War Neuroses Psychoneuroses occurring among military personnel that 
are precipitated by exposure to combat or fear of such exposure 
Zoophobia. Unreasonable fear of harmless ammals. 




LIST OF VISUAL AIDS 


The following list of visual aids can be used to supplement some of the 
material m this book These films can be obtained from the producer or 
distributor listed with each title (The addresses of these producers and 
distributors are given at the end of the bibliography) In many cases these 
films can also be obtained from your local film hbrary or local film distribu¬ 
tor also many universities have large film hbranes from which these films 
can be borrowed 

The runnmg time (mm) and whether it is silent (si) or sound (sd) are 
listed with each title All those not listed as color (C) are black and white 
All motion pictures are 16mm 

Each film has been listed once m connection with the chapter to which it 
IS most applicable However, in many cases the film might be used advan¬ 
tageously m connection with other chapters 

Chapter II— Motivation and Adjustment 

Balloons Aggression and Destrwtm, Games (NYU 20mm sd) Demon¬ 
stration of a projective technique for the study of aggression and destruc¬ 
tion m young children, 

Frustration Play Techniques (NYU 40mm sd) Shows blocking games and 
frustration and hostility games, shows how children respond to mtrusions, 

pioliibitions, competitions, and frustration 
This IS Robert (NYU SOmin sd) Traces the development of an aggressive 
“difficult” child from two to seven years, shows reason for aggressiveness 

and corrective procedures 


Chapter V—Introduction to the Psychoneuhosbs 

Experimentally Produced Neurotic Behavior m the Rat (PCR 23mm a) 
Technique of producing experimental neurotioism m the rat is shown 
The Rok of the Hypothalamus in Emotion and Experimental Neurosis 

(PCR) 

Part l~Conditioned Feeding Behavior in the Cat (17min si) 

Part II—The Production of Experimental Neuroses m Cats (17mia si) 
Part III-The Role of the Hypothalamus in Conditioned Feeding Behavior 

(6mm si) , 

Part lY—Direct Hypothalamic Conditiomng (15mm si) 


Chapter X—Introduction to the Psychoses 

Shock Thcron m Mootm Potolmu (PCE to ^ a™ 
Ptosre,. m » ot »nv*v, topy will 
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Narcosynthem (PCR 20mm si). Shows use of drugs as aid in psycho¬ 
therapy, 

Prefrontal Lobotomy in Treatment of Mental Disorders (PCR 21mm si) 
Deals with treatment of functional psychoses 

Psychiatry in Action (NYU 70mm sd) Presents psycluatric techniques 
used m one of Britain’s seven neurosis centers, portrays m detail many tests 
and different types of therapy 

Chapter XI —Schizophrenia 

Athetoid Gestures in a Deteriorating Parergasic (Schizophrenic) (PCR 
16mm sd) Demonstrates contrasting schizophrenic motility disorders 

A Parergasic Reaction (Schizophrenia) in a Person of Low Intelligence 
(PCR 16mm sd) Shows stereotypic grimaces and speech vagueness, etc , 
comparative study of motility disorders 

Catatonic Behavior in a Deteriorated Parergasic (Schizophrenic) Patient 
(PCR 8min si) Shows posture, hypertrophied neck muscles, ritualistic and 
stereotypic methods of eating 

Symptoms in Schizophrenia (PCR 15mm si) Reviews common symptoms 
as they are exhibited by patients m the average mental hospital 

Prefrontal Lobotomy in Chronic Schizophrenia (PCR 19mm si) Illus¬ 
trates the improvement that can be obtained m chronic schizophrenia by 
presenting four cases 

Chapter XIII —Involutional Melancholia and Paranoia 

Paranoid State and Deterioration Following Head Injury (PCR 14min sd) 
Tells story of mental-hospital patient, his rambling flow of talk that conveys 
disjointed, inconsistent, but dominant notions of persecution 

Chapter XV—Toxic and Organic Psychoses 

Delusions and Hallucinations in a Senile Setting (PCR 8imn sd) Shows 
patient demonstrating his imaginary power, and what a physical examination 
revealed 


Chapter XVII— Mental Deeicienct 

Institutional Training (MINN 15mm si) Depicts activities of school and 
kindergarten at Paiibault School for the Feeble-Minded 
Institutional Care of the Feeble-Minded (Vineland 15min si) Modern in¬ 
stitutional care of mental defectives is shown at the Ymeland Trammg School 
Deficiency in Finger Schema—Agnosia and Acalculia (PCR llmin si) 
Describes deficiencies in counting and localizing the fingers by some feeble- 
rmnded boys 

Mental Defective—Glandular Types (Rutgers 15min si C) Lower grade 
Mongolians and cretins, characteristics and physical development 
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Some Aspects oj Feeble-Mindedness (MINN 75mm si) Modem institu¬ 
tional care of mental defectives at the Faribault School and Colony 
The Least oj These (NJ 15min si C) Presents historical changes m atti¬ 
tude toward feeble-mmdedness, subtly portrays inmates' position m a mod¬ 
ern feeble-minded colony 

The Feeble-Minded (MINN 60min si) Treats of feeble-mmdedness from 
the standpoint of pathology, mentions possible organic conditions causmg 
feeble-mindedness, shows difference between morons, imbeciles, and idiots 
describes eight major pathology groups 
MeasuTement oj Intelligence (CFG 15mm sd) Demonstrates administra¬ 
tion of the Stanford-Binet Scale to the thirteen-year-old boy 
Testing the IQ (Warden and Gilbert ISmin si) Shows admimstration of 
form to two- to five-year-old children, nature of test materials, scormg 
standards and calculation of the IQ 
Genetic Development oj Children with Birth Lemns (Vineland 17mm si) 
Outlines photographically the course of development of children with cerebral 
birth lesions, shows retardation of motor development m three youngsters 

Sources op Films Listed Above 

CFG—College Film Center, 84 E Randolph St, Chicago 1 
Harmon Foundation-Division of Visual Experiments, 140 Nassau St, New 
York 7 

MINN— University of himnesota. Bureau of Visual Instruction, Minneapolis 
14, Mmn 

NJ—State of New Jersey, Department of Instruction and Agencies, Trenton, 
N J 

NYU—New York Univeisity Film Library, Washington Sq, New York 3. 
PCR—Psychological Cinema Register, Pennsylvania State College, State Col¬ 
lege, Pa 

Rutgers Films—Rutgers University, Box 78, New Brunswick, N J 
Stoeltmg, C H , Co , 424 N Homan Ave, Chicago 24 
Vineland Training School, Vineland, N J. 

Warden and Gilbeit Psychological Laboratory, Columbia University, New 
York 27. 
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